Clinical encounters in Canada's northern territories: implications for nurse practitioners working with aboriginal women to promote sexual health by Wolsky, Michelle R. (author) et al.
CLINICAL ENCOUNTERS IN CANADA's NORTHERN TERRITORIES: 
IMPLICATIONS FOR NURSE PRACTITIONERS WORKING WITH ABORIGINAL 
WOMEN TO PROMOTE SEXUAL HEALTH 
By 
Michelle R. Wolsky RN, BScN 
BScN., University College of the Cariboo, 1999 
PROJECT SUBMITTED IN PARTIAL FULFILLMENT OF 
THE REQUIREMENTS FOR THE DEGREE OF 
MASTER OF SCIENCE 
IN 
NURSING: FAMILY NURSE PRACTITIONER 
UNIVERSITY OF NORTHERN BRITISH COLUMBIA 
October 2011 
©Michelle Wolsky, 2011 
UNrJERSITY of NORTHERN 
BRITISH COLUMBIA 
LIBRARY 
Prince George, B.C. 
ii 
TABLE OF CONTENTS 
Abstract 111 
Acknowledgements lV 
Dedication v 
Chapter One Background and Context 1 
Introduction 1 
Colonial Context of Aboriginal Women's Healthcare 5 
Aboriginal Women's Sexual Health 9 
Nursing Practice in the North 11 
Geographical Context 14 
Chapter Two Search Methods 16 
Search Strategies 16 
Keywords/Search Terms 17 
Databases/Retrieval Mechanisms 17 
Figure 1. Flow Chart of Search Strategies 20 
Chapter Three Findings 21 
The Delivery of Health Services to Aboriginal Peoples 22 
Health Policies Governing Health Service Delivery 28 
NP Practice in the North 35 
Geographical Isolation 36 
Professional Isolation and Practice Excellence 37 
Promotion of Health Status 41 
Cultural Attitudes and Cultural Safety 43 
Aboriginal Women's Sexual Health 47 
Aboriginal Women's Healthcare Experiences 49 
Chapter Four Discussion and Implications 51 
The Impact of How Health Services are Delivered 51 
The Impact ofNP Practice Issues 56 
Professional and Practice Constraints 57 
Cultural Attitudes 60 
Implications for Changes in Clinical Encounters 62 
Supp011ing Change in the Delivery of Health Services 62 
Supporting Change in NP Practice Issues 64 
Supporting NP Education and Research in the North 68 
Conclusion 72 
References 75 
iii 
ABSTRACT 
In Canada's northern territories, nurse practitioners (NPs) play a significant role in the 
delivery of health care and are often the first and only point of contact as primary health care 
providers for Aboriginal women. As such, NPs are uniquely situated to work with 
Aboriginal women in northern communities to address the greater health inequities, 
incidences of communicable and chronic disease in ways that account for locally specific 
historical, geographic, economic, social, and cultural contexts. However, it is increasingly 
evident that clinical encounters between NPs and Aboriginal women in the north are not 
resulting in improved sexual health outcomes. The intent of this review was to explore the 
factors influencing why sexual health outcomes for Aboriginal women are not improving. A 
review ofNursing and Aboriginal peoples ' health literature revealed that, while broader 
colonial contexts inform Aboriginal women 's health, there are concrete structural and 
interpersonal factors that most directly impact clinical encounters. These include how health 
services are delivered to Aboriginal peoples in Canada, the health policies that govern the 
delivery of health care to Aboriginal women, and NP clinical practice issues in the north. 
These factors come together to inform how relationships between NPs and Aboriginal 
women can and does evolve in clinical settings. What is evident from this review is the 
importance ofNPs becoming aware of the historical complexities and post colonial processes 
that impact Aboriginal women 's health. This awareness will allow NPs to work 
collaboratively with Aboriginal women to address those mechanisms of delivery, policies, 
and cultural attitudes that can act as barriers for accessing heath care. It is through working 
collaboratively with Aboriginal women to improve clinical encounters that changes in sexual 
health outcomes will occur. 
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Chapter One 
Background and Context 
The story of Aboriginal1 ,2 women ' s health in Canada's northern territories is one that 
is played out against a complex backdrop of historical and contemporary factors. As a 
community health and street outreach nurse who has worked in a First Nations health centre 
in Whitehorse, Yukon for the past twelve years, I have seen firsthand the barriers and poorer 
health outcomes that Aboriginal women experience. I have come to recognize that despite 
the apparent prioritization that health care providers and policy makers are putting on 
Aboriginal women's sexual health, after twelve years of practice in Yukon, I have noted little 
change to women's actual health, wellness, and lives. The continued poorer health outcomes, 
high rates of sexually transmitted infections, and an overall lack of improvement to 
Aboriginal women's social and health state has left me questioning the current way that 
clinical encounters between Aboriginal women and nurses in the north occur. As a result, I 
feel drawn to critically investigate both why things are not improving for Aboriginal women 
and what role nurse practitioners (NPs) may play in changing the outcomes for Aboriginal 
women ' s sexual health and wellness. 
To highlight the importance in investigating this issue, I offer up the story of Mary; a 
hypothetical story based upon my own practice experience and clinical encounters I have had 
working in Yukon. Mary is a young Aboriginal woman who presents to a northern health 
centre with a possible pregnancy. She already has three children, has a grade nine education, 
The term "Aboriginal people" refers generally to the indigenous inhabitants of Canada, including First 
Nations, Metis, and Inuit peoples (Royal Commission on Aboriginal Peoples, 1996, p.xii). 
At various points in this paper, the term Indigenous is substituted for the term Aboriginal. The term 
Indigenous is used to reflect the organic political and cultural entities that stem historically from the original 
peoples ofNorth America without regard to their separate origins and identities. 
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and struggles with an alcohol addiction. She is unemployed and lives in poverty with a 
partner who is in and out of jail for assaulting her. Mary' s health needs are complex and are 
influenced by a myriad of social and historical factors. What she needs from the nurse that 
she is encountering is a safe place to explore all of her options and to make a plan for her 
health needs. Mary needs to feel that she can ask questions about her pregnancy and sexual 
health, her struggle with alcohol and her relationships with her partner without feeling 
judged, disregarded, or silenced. She also needs to feel that the relationship she has with this 
nurse is one that demonstrates a critical awareness of the social and historical factors that 
impact her health, as well as one that nurtures her health and wellness in a way that supports 
Mary's own ability to make health decisions for herself. All too often, what Mary is offered 
instead is an encounter that is fraught with barriers, judgements, and quick fix solutions. 
An example that highlights just such an encounter, one steeped in barriers, 
judgements, and quick fix solutions comes from my personal experience. What I have seen 
typically happen is that in the event that Mary' s pregnancy test turns out to be positive, she is 
offered counselling about options (i.e. the process for either continuing with prenatal care or 
the termination of her pregnancy), given some prenatal vitamins, and encouraged to come 
back for further follow up related to her decision. This may also occur alongside negative 
judgements/questions from the nurse (i.e. a lecture about not using birth control or questions 
about how she will provide for a fourth child). What this example illustrates is that this type 
of clinical encounter, with its negative judgements/questions and focus on doing the test and 
getting Mary out the door so that the nurse can see the next patient, places the nurse in a 
position of power in which the terms of the clinical encounter are determined by the nurse. It 
also highlights the tendency of nurses to not push past this superficial interaction to address 
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Mary' s greater primary health care needs or broader determinants of health. Nowhere in 
such an encounter is there the opportunity for Mary to express what are her priorities or 
concerns. In fact, the typical resolution that I have seen to such an encounter is that Mary 
either has a termination or goes through with the pregnancy but little else changes in her 
overall health status. She remains caught in this cycle of pregnancy, addiction, and domestic 
violence. 
In an ideal clinical encounter, the nurse, specifically a NP, would use the clinical 
encounter to create a space for Mary to address her larger health issues, especially sexual 
health issues. Yes, it is important to discuss Mary's options for her pregnancy, but more 
importantly the realities of those options need to be examined. Is termination really an 
option if Mary would have to travel for two days to obtain a therapeutic abortion, leaving her 
three other children at home with an abusive partner who is drinking? Even if the test was 
negative, does Mary really have a choice about not getting pregnant again? Is she able to say 
no to sexual activity? Does she have control over her own sexual health? How does she get 
away from an abusive partner in a small, remote community while still looking after her 
other children? Is she living with her partner because it is the only way she can provide food 
and shelter for her children? Does she have family support? These are all important 
questions that are pat1 of a broader, social health discussion that need to be asked so that 
Mary along with the NP can start to address the bigger picture issues behind her initial reason 
for walking in the clinic door. 
The story of Mary highlights what can happen when nurses, in particular NPs, engage 
in clinical encounters that do not account for the power dynamics inherent in health care 
settings including the historical, social, and cultural factors against which Aboriginal women 
negotiate their everyday lives. Encounters, divorced from the contexts in which they occur, 
can become ineffective at best and harmful at worst. This is not to say that all clinical 
encounters between Aboriginal women and nlirses are ineffective or harmful, but rather, this 
story is offered up as a point of entry into a discussion. What needs to be critically examined 
and discussed is why clinical encounters, especially those related to sexual health, are not 
resulting in improved sexual health outcomes for Aboriginal women in the north. In order 
for change to occur, the structural and interpersonal factors that impact these clinical 
encounters need to be brought to light. It is the intent of this review to look beyond my 
personal practice experience into existing literature to examine what impact these structural 
and interpersonal factors have on clinical encounters. 
An integrative literature review was undertaken to answer the following questions: 
What factors impact the clinical encounters between nurse practitioners and 
Aboriginal women in Canada' s northern territories in regards to the promotion of 
Aboriginal women ' s sexual health? 
What is the role of nurse practitioners in addressing such factors? 
The purpose of this review is to critically examine literature as it relates to factors 
affecting clinical encounters between Aboriginal women and NPs and the promotion of 
Aboriginal women's sexual health in Canada ' s northern territories. This is important given 
that these factors come together to inform how the relationship between NPs and Aboriginal 
women can and does evolve in clinical settings. To begin, it is necessary to provide an 
overview of the colonial context of Aboriginal women 's healthcare, Aboriginal women ' s 
sexual health, nursing practice in the north, and geography because these four areas provide 
4 
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the background against which clinical encounters occur. It is necessary to understand the 
influence of each of these areas to truly comprehend what factors impact clinical encounters. 
From this broad overview of the context comes an examination of the real life factors 
identified from the literature that impact clinical health encounters in the north. A critical 
analysis of these factors, such as how health services are delivered to Aboriginal peoples in 
Canada, the health policies governing the delivery of such services, NP practice issues in the 
north, and Aboriginal women's lived experiences of sexual health, is needed so that a clear 
direction for change is brought forward. It is the intent of this paper to present the findings in 
such a way that the role ofNPs in addressing the factors that impact clinical encounters with 
Aboriginal women becomes clear. To begin, though, it is first important to set the context of 
clinical encounters between Aboriginal women and nurse practitioners. 
Colonial Context of Aboriginal Women's Healthcare 
Prior to a discussion about the colonial context of Aboriginal women's health, it 
needs to be understood that Aboriginal women in the north are not a homogenous group. 
Across the northern territories there are distinct First Nations, Metis, and Inuit cultural 
groups, each with their own languages, cultural beliefs, traditional practices, and health 
states. However, as a collective group, Aboriginal women experience poorer health outcomes 
and more health inequities than any other member of Canadian society (Adelson, 2005; 
Browne, 2005; Health Canada, First Nations, Inuit, & Aboriginal Health, 2005; National 
Collaborating Centre for Aboriginal Health, 201 0). It is because of these identified health 
inequities that Aboriginal women were chosen as the focus for this review. 
6 
Since the time of first contact with Euro-Canadians 3 the health of Aboriginal 
peoples' has been influenced or overseen by one outside entity or another, from the 
missionaries and fur traders of the Hudson's Bay Company, to the current First Nations, 
Inuit, and Aboriginal health programs administered by Health Canada. This history of 
colonial ward-ship has had a devastating effect on traditional Aboriginal social, political, and 
cultural structures creating glaring health inequities between Aboriginal peoples and Euro-
Canadians. The impacts and legacies of colonialism in Canada have created multiple 
economic, social, and political barriers for Aboriginal women that have had profound health 
consequences (Kubik, Bourassa, & Hampton, 2009). These health consequences and 
inequities have been well documented in the literature by numerous authors such as Adelson 
(2005), Bartlett (2003), Bourassa, McKay-McNabb, and Hampton ( 2004), Browne (2005), 
Dion Stout (2005), Guthrie Valaskakis, Dion Stout, & Guimond, (2009), Kubik et al. (2009), 
MacKinnon (2005), Newbold (1998), O'Neil, Bartlett, and Mignone. (2005), O'Neil , 
Reading, and Leader (1998), Varcoe and Dick (2008), and Waldram, Herring, and Young 
(2006). According to the literature, Aboriginal women are significantly over-represented for 
HIV/AIDS, chlamydia, and cervical cancer as compared to non-Aboriginal women in Canada 
(Browne & Fiske, 2001; Canadian Population Health Initiative, 2004; Healey et al., 2001; 
Kubik et al., 2009). Aboriginal women also have lower incomes, less formal education, 
poorer housing, and face the highest rates of violence in Canada (Kubik et al., 2009). In 
Nunavut, Inuit women have three times the rate of cervical cancer than the general 
The term 'Euro-Canadian ' is often used in scholarly discourses to "refer to the dominant segment of 
Canadian society"(Furniss, 1999, as cited in Tang & Browne, 2008). In this paper, the term is also interchanged 
with the term ' Western ', again referring to the notion of dominant culture as a deeply rooted set of 
understandings that are experienced as a "set of common sense, taken-for-granted truths about individuals, 
society, and social relationships"(Furniss, 1999, as cited in Tang & Browne, p. 115). 
population (Healey et al. , 2001). Such inequities in Aboriginal women' s health cannot be 
"glossed as lifestyle, behavioural or cultural issues; rather, they are manifestations of the 
complex interplay of social, political, and economic determinants that influence health status 
and access to health services" (Browne & Fiske, 2001 , p. 128). In the example ofMary, the 
cycle of multiple pregnancies, addiction, poverty, and violence is a result of the social, 
political, cultural, and economic determinants that influence her health status and her access 
to health care. Such determinants, in the context of Mary's life, influence her sexual health 
outcomes in often profoundly negative ways, ways that will be discussed later in the paper. 
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In order to fully appreciate the impact that mainstream cultural attitudes have on the 
context of Aboriginal women 's health care in Canada, it is ftrst necessary to understand the 
influence of the Euro-Canadian notion of what it means to be of Aboriginal ancestry. This 
includes the influence that Aboriginal peoples' health research has had on public perceptions. 
In Canada, health research has played a strong role in "constructing colonizing images of 
Aboriginal women and communities as sick, disorganized and dependent, reinforcing 
unequal power relationships and justifying ongoing paternalism and dependency in health 
care" (Kirmayer, Brass, & Tait, 2000; O'Neil, Reading, & Leader, 1998). As noted by Keirn 
(2005 , p. 372), the "idea oflndian [sic] has been pathologized and medicalized in how 'the 
Indian ' gets to be understood in the mainstream as possessing certain cultural attributes that 
contribute to their sickness." The presence of such colonial images and ideas exerts a 
profound influence on Euro-Canadian understandings and attitudes and has had devastating 
consequences in the lives and experiences of Aboriginal peoples. The images of Aboriginal 
people as "drunken, lazy, and neglectful" have become mainstream racialized stereotypes 
(Browne, 2005 ; O'Neil , Reading, & Leader, 1998). While the impact ofthese negative 
stereotypes, will be discussed more fully later in the paper, it is important to understand 
initially that these stereotypes, while rooted in the colonial past, continue to influence the 
cultural attitudes of the larger public, of which NPs and other nurses are a part. 
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Finally, a discussion of the context of Aboriginal women's health care would not be 
complete without a discussion of the context of the dominant health care system. The current 
ideology of health care in Canada, in general, occurs under the umbrella of a Canadian liberal 
democratic society in which the ideology of egalitarianism ensures the values of fairness, 
whereby everyone enjoys equal access to resources in society. In the socio-political contexts 
in which health care is delivered, this ideology is seen as ensuring standards of care in which 
everyone is treated the same (Hartrick Doane, Browne, Reimer, MacLeod, & McLellan, 
2009; Tang & Browne, 2008). For example, Nursing has championed the ideals of the 
standards for the provision of equitable and ethical health care as evidenced by the document, 
The Code of Ethics for Registered Nurses (Canadian Nurses Association (CNA), 2008). 
Inherent in this ideal of equal access and standards of treating everyone the same is the 
assumption that people are able to exercise their rights and potentials as individuals 
independent of influence of the group to which they belong. From this perspective, the 
historical processes and structural constraints that shape inequitable access to health and poor 
health outcomes for Aboriginal people are rendered invisible or irrelevant (Tang & Browne, 
2008). This is significant because it speaks to the context in which Aboriginal women access 
health. A context in which the health inequities experienced by Aboriginal peoples are lost 
within health practices and policies, that in their attempts to provide equitable and universal 
health care, do not account for the colonial past and its ongoing present. 
9 
The impact of the context of Aboriginal women ' s health care and its impact on how 
health care is structured and delivered will be explored in depth later in the review. At this 
point in the review it is brought forth to only to illustrate the context within which Aboriginal 
women ' s health is situated. Now the discussion turns to an overview of Aboriginal women ' s 
sexual health. 
Aboriginal Women's Sexual Health 
Sexual health was chosen as a point of entry for examining clinical encounters 
between NPs and Aboriginal women because of the intimate nature of sexual health and the 
relationship required between practitioner and patient that is needed in order for the 
promotion of sexual health. This relationship will be discussed more thoroughly later in the 
paper, but first it is important to understand what is meant by sexual health. The World 
Health Organization (200 1) defines sexual health as "a state of physical, emotional , mental 
and social well-being in relation to sexuality". Sexual health emphasizes pleasurable and 
safe sexual experiences, free of coercion and violence, as well as sexual decision making and 
the sexual rights of all persons (Reeves, 2008). The Native Youth Sexual Health Network 
(20 11) further explains that healthy sexuality for Aboriginal people includes the right to talk 
about culture, spirituality, and community when talking about their bodies. 
Sexual health in general is influenced by issues of gender, race, and power 
(Anderson, 2000a; Anderson et al. , 2003). Processes of sexism and racism contribute to 
Aboriginal women ' s poor health in that they operate via external power structures to impact 
how Aboriginal women negotiate health and health care. Kubik et al. (2009) note that 
sexism, racism, and colonialism are dynamic processes rather than static, measurable 
determinants of health. These processes depend upon the oppression of one group by another 
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and begin when society sorts people into two categories: the reference group and the "other" 
(Anderson et al., 2003; Bourassa et al. , 2004). This process of "othering" which places the 
"other" group as inferior began historically and continues to cumulatively and negatively 
impact the health status of Aboriginal women. Aboriginal women, as both Aboriginal and as 
women, suffer from multiple oppressions; the cumulative effects of these multiple 
oppressions have had devastating social and health consequences (Anderson, 2000a; 
Anderson et al. , 2003; Kubik et al., 2009). 
To highlight the impact that gender and power have on sexual health outcomes, I 
return to the example of Mary and her clinical encounter with a nurse working at a northern 
health centre. The power differential in the Mary' s clinical encounter is evident in that the 
terms of that encounter are dictated by the nurse and not Mary herself. It is the nurse that 
determines the priority of Mary' s concerns (i.e. counselling, vitamins and follow up 
appointment) and as such the power differential between Mary and the nurse remains in 
favour of the nurse ' s agenda. As a result, Mary may be made acutely aware of her own 
positionality within the encounter and her place as a gendered and racialized "other". She 
may be made to feel that her contribution to the clinical encounter is incidental because she is 
seen by the nurse as someone whose health needs to be managed. The burden of 
responsibility for Mary' s situation is placed on Mary, as an assumption may be made by the 
nurse that Mary' s pregnancy is a result of her own choices. Nowhere in this encounter are 
there allowances for the historical impacts of power and gender on Mary' s ability to make 
choices, nor is there awareness of the power dynamics inherent in the health care system and 
the relationship between provider and patient. 
This discussion of Aboriginal women ' s sexual health has laid the foundation for 
further review. It provides a starting point for an examination of the factors that impact 
clinical encounters. At this point in the discussion, it is now necessary to provide an 
overview of the context of nursing practice in the north. 
Nursing Practice in the North 
In Canada's northern territories, NPs and registered nurses (RNs) with enhanced 
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skills provide the majority of care to Aboriginal communities. They are expected to function 
in both primary health care and community health roles (Diverty & Perez, 1998; Loppie 
Reading & Wien, 2009). Though historically registered nurses with enhanced skills have 
provided much of the care in northern communities, a shift is happening and with a few 
exceptions, the trend across the majority of Canada is towards employing NPs (Tarlier & 
Browne, 2011; Tarlier, Johnson, & Whyte, 2003). To begin though, it is first important to 
understand the difference between the two, as well as why the focus of this paper is on NP 
practice. 
Registered nurses who have obtained additional certification to practice with 
enhanced skills typically work in remote primary care settings in Canada (CNA, 2008). They 
function with an expanded scope of practice that demands competency in primary care as 
well as public health and urgent/emergent acute care (Tarlier & Browne, 2011). These RNs 
carry out a number of restricted activities that are included in the NP scope of practice but are 
not within the RN scope of practice (CNA, 2008; College ofRegistered Nurses of British 
Columbia (CRNBC), 201 0). Examples of restricted activities include the diagnosis of certain 
disorders (i.e. acute bronchitis), and the administration of certain procedures (i .e. collecting 
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specimens) and the provision of medications as outlined in decision support tools (CRNBC, 
2010) 
To illustrate the scope ofRNs with enhanced skills, I offer up the example of British 
Columbia. In British Columbia, RN s working in remote primary care settings are required to 
be remote certified. The educational preparation for these RN s comes in the form of one six 
credit course taken over eighteen weeks (University ofNorthem British Columbia, 2010). 
This results in eligibility for certification in remote nursing practice. This certification, along 
with certification in the management of reproductive care, and the addition of employer-
provided skills allows RNs in British Columbia to practice in communities where there is no 
resident physician or NP. Physicians or NPs visit the community periodically and are 
available to provide consultation to the RN. RNs in these communities provide community 
health nursing services and care, as set out in established decision support tools, and respond 
to emergencies (CRNBC, 2010). 
In other jurisdictions in Canada, remote certification is not required as the trend is 
towards the active recruitment ofNPs to work in remote communities (Tarlier & Browne, 
2011). However, RNs with enhanced skills are used in NP type roles in remote communities 
if either the NP position cannot be filled or if there is a lack of political will to employ NPs. 
This issue will be discussed further later in the paper. In Yukon, RNs with enhanced skills or 
NPs licensed in other jurisdictions but who do not work to full scope provide the majority of 
primary health care in rural communities outside of Whitehorse. This is because the NP 
scope of practice has not yet been legislated in Yukon and so there are no NP positions. In 
both the Northwest Territory and Nunavut, the NP role is well established and a majority of 
remote primary care is provided by NPs. 
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In contrast to both remote certified RNs and RNs with enhanced skills, NPs have 
advanced graduate level education and provide essential health services grounded in 
professional, ethical and legal standards. (Canadian Nurses Association, 2010). While 
remote certified RNs, RNs with enhanced skills and NPs play a significant role in the 
delivery of health care to Aboriginal populations in the north; it is the graduate level of 
education and legislated scopes of practice that sets them apart. As noted by Tarlier and 
Browne (2011), NP practice is significantly broader in scope than that ofRNs with enhanced 
skills and remote certified RN s. It is the broad scope of practice grounded in an extensive 
theory and knowledge base that allows NPs to encompass the breadth of primary care that is 
required in remote settings. Rather than work from decision support tools, NPs can draw on 
best evidence and a broad theoretical knowledge base to support their clinical judgment and 
decision making in ways that promotes safe and effective practice. 
It is because of the broad scope of practice grounded in theory that NPs are the focus 
of this review. Tarlier and Browne (2011) argue that ideally, given the complexities that 
exist in many remote, northern Aboriginal communities, NPs with their broad knowledge of 
primary care and theoretical understanding of Aboriginal peoples' health are best suited for 
such settings. In the north, NPs play a pivotal role in increasing access to essential health 
services in isolated Aboriginal communities where health disparities continue to exert some 
of their most profound effects (Adelson, 2000; Clarke, 1997; Dion Stout, 1999; Dion Stout & 
Kipling, 1998; Hunter, Logan, Barton, & Goulet, 2004; National Aboriginal Health 
Organization, 2007; Romanow, 2002). For example, in many northern Aboriginal 
communities, NPs are often the first and only point of contact as primary health care 
providers for Aboriginal women. As such, NPs are uniquely situated to work with 
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Aboriginal women in northern communities to address the greater health inequities, 
incidences of communicable and chronic disease in ways that account for locally specific 
historical, geographic, economic, social, and cultural contexts (Loppie Reading & Wien, 
2009). However, what has become apparent, both from the literature and my personal 
experience, is that clinical encounters between NPs and Aboriginal women have not always 
been effective in improving health outcomes. This is significant given that it is the intent of 
this review to examine this point of contact within a clinical encounter and to examine it 
from the point of the NP role, not from the role of a remote certified RN or RN with 
enhanced skills. It is necessary to understand the role that NPs play within these encounters 
and what issues impact how NPs enter into such encounters in northern communities. 
Further understanding of the educational, professional and practice issues that impact how 
NPs enter into clinical encounters is necessary because of the need for NPs in remote 
Aboriginal communities. These will be discussed more fully later in the paper. Though the 
focus of this paper is on NP practice, however when necessary, relevant research will be 
drawn from the rural and remote nursing literature. 
To round out the discussion setting the context for this paper, the final issue is that of 
geography. Understanding the reasoning in situating this paper in Canada' s north is 
necessary to the remainder of the discussion. 
Geographical Context 
The discussion is focused on clinical health encounters between Aboriginal women 
and NPs in Canada' s three northern territories: Yukon Territory, Northwest Territory, and 
Nunavut. Although there are other areas of north in Canada, the decision was made to 
differentiate the territories from the provinces because they are legislatively and politically 
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different, and because of my personal clinical practice experience in the Yukon. Also because 
of my practice experience, examples highlighting structural and practice factors will be 
drawn predominantly from Yukon. The three territories are located above the 60th parallel 
and have a combined population of 100, 575 (Statistics Canada, 2010). Of this combined 
population, over half (53, 130), self identify as having Aboriginal ancestry (Statistics Canada, 
2010). 
Communities located in northern Canada are geographically, politically, culturally, 
and socially isolated from major urban areas. This is important when considering the 
geographical and professional practice factors that influence how NPs work in these 
communities. Geography plays a role in shaping the health care policies and practices that 
influence how Aboriginal women in the north access health care (Parlee, O'Neil, & Lutsei 
K'e Dene First Nation, 2007). It is not uncommon for Aboriginal women to have to travel 
long distances from their home communities to give birth or to seek treatment for serious 
illnesses (Birch, Ruttan, Muth, & Baydala, 2009). The impact of geography on practice 
issues and policy development will be explored in more detail further in this paper 
Thus the contexts of Aboriginal peoples ' health, Aboriginal women ' s sexual health, 
nursing practice in the north and geography interface to provide the foundation for the 
remainder of the review. Prior to delving into such factors, there is the need to first 
understand the search methods used for this integrative review and the necessary criteria for 
the literature. 
Chapter Two 
Search Methods 
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Given the complex and intersecting factors that inform clinical encounters between 
Aboriginal women and NPs, to isolate any one factor out of the whole would result in an 
incomplete understanding of the issues that impact such encounters. Because of this, an 
integrative review of the literature was chosen as the method with which to investigate the 
body of knowledge surrounding NP practice and Aboriginal women's sexual health in 
Canada. An integrative review is a specific review method that summarizes existing 
empirical or theoretical literature to provide a more comprehensive understanding of a 
particular phenomenon or healthcare problem (Broome 1993 as cited in Whittemore & Knafl, 
2005). As stated by Whittemore and Knafl (2005, p. 546), integrative reviews, thus, "have 
the potential to build nursing science, informing research, practice, and policy initiatives 
incorporated a wide variety of relevant search terms and literature sources so as to not miss 
any essential literature". Through the inclusion of a diverse set of data sources, a more 
holistic view of the research question is presented. Such a holistic viewpoint creates the 
opportunity for reflection on current practices and identifies considerations for change. 
Search Strategies 
The body of literature that reflects the complexities of this review is vast and 
evolving. To accurately reflect the literature, I chose to include both primary source and non-
academic4literature from the last twenty years so as to capture the evolution of knowledge 
development in both Aboriginal women's health and NP and advanced practice nursing in the 
north. The following is an outline of the search undertaken. 
4 Non-academic literature is also known as grey literature. 
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Keywords/Search Terms 
The following keywords and search terms were used as part of a comprehensive 
literature search: 
• Aboriginal women/Aboriginal women's health/Indigenous women ' s health 
• Health inequities in Canada/northern Canada 
• Aboriginal knowledge translation 
• Sexual health/ Aboriginal women 
• Sexually transmitted infections in Canada/Territories 
• Health prevention/Health promotion/Canada/North 
• Advance practice nursing/health promotion 
• Advanced practice nursing/Canada 
• Nurse practitioner/health promotion/ Aboriginal women/sexual health 
• Outpost nursing/north/Canada 
Databases/Retrieval Mechanisms 
A variety of search strategies were undertaken. Prior to beginning the literature 
search, the inclusion and exclusion criteria were identified as follows: 
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Inclusion Criteria Exclusion Criteria 
Published in English Published in a language other than English 
Published between 1990-2010 Published before 1990 
Addressed Aboriginal women's health issues Article did not address Aboriginal women's 
in Canada, Australia and the United States health or health inequities specifically. 
Was a primary study using any research Article was not a primary source such as an 
method, thesis or literature review editorial, media commentary, book review 
Article addressed at least one of the 
following: 
Aboriginal women and health inequities in 
Canada 
Advanced practice nursing/nurse practitioner 
and health promotion practices 
Rural and remote nursing practices 
Sexually transmitted infections in Canada 
and/or Canada's north 
Aboriginal women ' s experiences with and 
meanings of health and the health care system 
Aboriginal knowledge translation 
Indigenous knowledges 
Indigenous knowledge theory 
Postcolonial theory and Aboriginal women 
Once the inclusion and exclusion criteria were identified, a comprehensive search was 
begun. A substantial body of literature on Aboriginal peoples health and wellness was 
available for an initial review from previous course work,. The search strategy began with a 
hand search of the articles immediately available. Articles were pulled that met the inclusion 
criteria and a review of the reference pages was done. From this point, online databases 
including OVID and CINAHL were searched to obtain the references identified from existing 
literature and to obtain saturation of the keywords and search terms. All databases available 
through the UNBC library including all the health databases as well as those for Native and 
Women's Studies, and the general library catalogue were searched. Once saturation ofthe 
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search terms within the UNBC library databases occurred, a general online search, as well as 
a search through Google scholar was done. Finally, to try and capture references specific to 
the north, I contacted professional colleagues within Yukon health care system and Yukon 
First Nations to obtain any additional information relevant to the search that may not be 
published outside of Yukon. Throughout this process, as relevant articles were discovered, 
they were printed for further review. 
Once I had completed my initial literature search, a second level of review was done 
to ensure that the articles found did indeed meet the inclusion criteria. This second level of 
review included reading and highlighting key concepts and/or sentences. Once this was 
done, the articles were further narrowed down by assigning them to one of four general 
concepts: contextual/theoretical background; structure of Aboriginal health care/ Aboriginal 
health policy; NP/advanced nursing practice in the north; and Aboriginal women 's sexual 
health/health care experiences. As shown in Figure 1, 102 references were initially reviewed 
and ultimately, 88 references were identified as being relevant to the paper. Initially the 
references were determined to be relevant because they fit the inclusion/exclusion criteria, 
but as the review progressed relevance was determined more by contribution to the four 
general themes that emerged out ofthe second level of review. In theming the literature, I 
was able to identify significant contributing influences within the literature. Gaps in the 
literature also began to emerge. From this point, I was able to begin the process of 
examining the factors that influence the clinical encounters between NPs and Aboriginal 
women in the north in regards to promoting Aboriginal women's sexual health. 
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Figure 1. Flow Chart of Search Strategy 
Initial Search 
Examined 102 references: 72 primary source articles and 23 non-academic literature references and 7 
books met the inclusion criteria 
D 
Primary Source Non-Academic Professional Reference Page Search 
Literature Colleagues 
UNBC Catalogue & Web Search First Nation Review of Existing 
Databases (MEDLINE, Government Literature 
CINAHL); Google ( NCCAH, NAHO, Contacts 
Scholar PHAC, Cochrane 
Library) Yukon health 
professionals 
D 
Combined searches from all sources with duplicates removed 
( 88 references associated with Aboriginal women's sexual health, advanced nursing practice, health 
promotion and theoretical frameworks identified) 
NP & Advanced 
Nursing Practice 
(30 identified) 
D 
Results after level three review for key concepts 
(88 references) 
D 
Key Concepts 
ContextuaVfheoretical Structure of Health 
Background & Aboriginal Care Delivery to 
Knowledge Translation Aboriginal Peoples 
& Health Policy 
(28 identified) 
(17 identified) 
Aboriginal Women's 
Sexual Health, Health 
Experiences & 
Meanings of Health 
(13 identified) 
Chapter Three 
Findings 
This paper began with an overview of the colonial context of Aboriginal women's 
health, Aboriginal women's sexual health, nursing practice in the north, and geography. 
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Now the discussion turns to an exploration of the findings. However, prior to delving into the 
findings, a rationale for the literature chosen for this review is necessary. The literature 
included for this review comes predominantly out of the fields of nursing, anthropology and 
sociology. The decision was made to focus on this particular segment of the literature 
relating to Aboriginal peoples' health because I wanted to draw out the effects of the 
structure, delivery, and development of Aboriginal health care and health policy, as well as 
nursing practice issues in the north, on the lived experiences of Aboriginal women. The 
nursing literature was chosen because it provides a critical perspective on the clinical practice 
undertaken by nurses. Literature from the fields of anthropology and sociology was chosen 
because it offers a critical interrogation of the colonial and colonizing discourses that effect 
health care. Together, the literature from these disciplines provides an examination of the 
cultural contexts in which clinical encounters between Aboriginal women and NPs are 
located. While focusing on this small and particular segment of literature could be seen as a 
limitation of this review, I believe this literature was best suited to accurately capture the 
factors that influence Aboriginal women's experiences in clinical health encounters. 
What a thorough examination of the chosen literature has revealed are three main 
factors as central to shaping clinical practice encounters: 1) the impact of how health services 
are delivered to Aboriginal women in Canada, including the health policies that govern the 
delivery of such services; 2) the current practice climate ofNPs in the north and the issues 
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that influence NP practice and 3) Aboriginal women 's lived experiences with the health care 
system and meanings of sexual health. These factors come together to provide insight into 
the clinical encounters that occur between NPs and Aboriginal women in the north and the 
impact of these encounters on Aboriginal women's sexual health . 
How Health Services are Delivered to Aboriginal Women 
An examination of the literature reveals how health services are delivered to 
Aboriginal women in Canada as having significant influence on clinical practice encounters. 
This literature, from nursing, sociology and anthropology, was consistent in its condemnation 
of both past and present colonial processes that have created a health care system full of 
inequalities and barriers to access (Anderson, 2000a; Browne, 2005; Reimer Kirkham & 
Browne, 2006). What was revealed in even the most current articles (Kubik et al. 2009; 
Tarlier & Browne, 2011) is that how health services are delivered to Aboriginal women in 
Canada remains problematic. 
The federal government' s definition of who is Indian, who can or cannot live on or 
off reserve, clearly has implications for citizenship, but it also has implications for access to 
health services and health and wellbeing. The Indian Act, passed in 1876, defined Indian 
identity and set forth a systematic policy of assimilation (Adelson, 2005). Because of the 
inherent sexism in this legislation, ramifications were more severe for Aboriginal women 
than men (Bourassa et al. , 2004). Aboriginal women were removed from their roles as 
advisors and respected community members and replaced by a male dominated hierarchical 
system at the behest of Jesuit and other missionaries (Voyageur, 2000). The identity of an 
Aboriginal woman was defined by her husband and could be taken away through death or 
divorce. Untill985, if an Indian woman married a non-Indian man she and her future 
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children lost their Indian status (Lawrence, 2004). For most, this also resulted in eviction 
from home communities and loss of any supports and services granted through Indian status. 
It left generations of Aboriginal women and their children stripped of their rights and 
privileges (Bourassa et al., 2004; Lawrence, 2004). Though the Indian Act was amended in 
1985 through the passage of Bill C-31 to restore status to thousands of Aboriginal women, 
the long standing ramifications of the loss of Indian status are still evident today. Kinship 
and cultural ties and the rights of Aboriginal women to participate in governance have been 
significantly disrupted. The erosion of these connections and rights has impacted Aboriginal 
women ' s ability to work collectively to address health and social inequities affecting their 
communities (Bourassa et al. , 2004; Kubik et al. , 2009). 
Though the Indian Act was amended in 1985, resulting in an influx of Aboriginal 
people going to their bands to seek membership, the federal government has consistently 
refused to increase funding to those bands to accommodate additional members (Bourassa et 
al., 2004; Kubik et al. , 2009). Many bands, especially in the north, do not have the resources 
or land base available to absorb the costs of more members . This has left thousands of 
Aboriginal women excluded from not only their cultural groups and traditional practices but 
has also excluded them from decision making structures that determine how Aboriginal 
health resources are to be designed and distributed (Bourassa et al. , 2004). 
Part of any discussion of Aboriginal women ' s health concerns how health care 
services are delivered to Aboriginal peoples' in Canada, particularly in the north. The 
existing health disparities can be understood as a consequence of the past and present 
structures of health care delivery for Aboriginal peoples. Adelson (2000) states that despite 
some encouraging exceptions to the norm, Aboriginal peoples by and large are living out the 
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effects of a chronology of neglect, indifference, and systematic oppression. Waldram et al., 
(2006) state that: 
one of the most controversial areas of discussion in the field of Aboriginal health care 
concerns the treaty right to free, comprehensive medical services for Indians [sic]. 
Although the issue has essentially been settled in the courts, supporting the federal 
government' s view that no such right exists, many Indian [sic] organizations maintain 
that treaties, in general, must be interpreted liberally, with an eye toward the 'spirit 
and the intent' of the agreements. (p.l72) 
The federal government takes the view that it supplies health care to Aboriginal 
peoples as a matter of policy and limits its responsibility to being the "payers of last resort" 
(Romanow, 2002, p.212). The federal government has maintained a very strict policy of 
delivering services only to Indians on reserves, and has asserted that these services are a 
matter of policy, not a treaty right (MacKinnon, 2005). Because of this, the federal 
government feels it has the right to change policy as a matter of governmental operations. As 
noted by Yalnizyan (2006) the chronic failure to address the unique situation and needs of 
First Nations people remains an embarrassing legacy of Canadian public policy and reflects a 
reconstitution of colonial power relations . Adelson (2005) concludes that a history of 
colonial and paternalistic ward-ship, including the: 
creation of the reserve system; forced relocation of communities; forced removal and 
subsequent placement of children into institutions far away from their families and 
communities; inadequate services to those living on reserves; inherently racist 
attitudes toward Aboriginal people; and a continued lack of vision in terms of the 
effects of these factors underlies so many of the ills faced by Aboriginal people. 
(p.S46) 
The issue of Aboriginal women living either "on-reserve" versus "off-reserve" is a 
reflection of the legacy of colonization and how post colonial processes confer barriers to 
accessing health care. Those living on-reserve are under the jurisdiction of the federal 
government while those living off-reserve are seen to be under the jurisdiction of the 
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provinces and territories, and are entitled to enjoy services "within the five principles ofthe 
Canada Health Act of 1984: public administration, comprehensiveness, universality, 
portability, and accessibility" (MacKinnon, 2005, S14). The assumption might then be made 
that this dual service delivery system would ensure coverage of health needs from at least one 
level of government or service provider, as well as ensure that the principles of the Canada 
Health Act are upheld. However, the federal and provincial/territorial governments, through 
jurisdictional interplay, continually seek to find ways in which the other government may pay 
the costs of services (MacKinnon, 2005). This piecemeal delivery of health care has been 
linked to significant gaps between the health status of Aboriginal women and that of all other 
Canadians (MacKinnon, 2005). Aboriginal women are caught in a system that MacKinnon 
(2005) describes as one that for the last one hundred and fifty years has focused on divesting 
itself of the responsibility for Aboriginal people. 
Examples can be found throughout the literature of the difficulty Aboriginal women 
have in accessing comprehensive care (Browne, 2005; Fiske & Browne, 2006). Aboriginal 
women must constantly move between the limited programs in their communities and the 
larger health care system. The services offered to Aboriginal women in their home reserves 
and communities are dependent upon what is mandated and funded by the various levels of 
government involved. Aboriginal women are "bounced" between various service providers 
and agencies (MacKinnon, 20005). An example of this from my practice can be seen in how 
the screening and treatment of sexually transmitted infections (STis) is mandated by the 
Yukon government. Currently in Whitehorse, screening for and treatment of STis is done 
either by physicians or by RNs with enhanced skills working at Yukon Communicable 
Disease Control (YCDC) . However, this structure of funding and delivery does not include 
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pap smears. Pap smears are done only in physician's offices because only physicians are 
funded to provide them and so are able to receive the results. As a result, Aboriginal women 
in Whitehorse seeking comprehensive sexual health care must have access to a physician. 
For many, this has proved to be a barrier to obtaining comprehensive sexual health care given 
that many either do not have a family physician or have limited access to one. Although this 
can be seen as a jurisdictional issue defined in governmental mandates, the reality is that this 
may be experienced by the women as a gesture of exclusion (Fiske & Browne, 2006). A 
consequence of such experiences, whether intended or not, is that Aboriginal women are 
made acutely aware of the perceived burden that their health care inflicts on the various 
health systems involved. Ultimately, this system of delivery, with its barriers to accessing 
care, results in is gaps in such care, gaps in which Aboriginal women are caught. 
While there are no Indian reserves in the northern territories, issues about how health 
services are delivered to Aboriginal peoples are similar. In Yukon, Aboriginal peoples live 
either in traditional lands/communities that are self governed by individual nations or they 
live in territorial communities that are governed by municipaVterritorial and federal 
governments. Eleven of the fourteen First Nations in Yukon have reached and implemented 
land claims and self government agreements (Council of Yukon First Nations, 2011). With 
self government, health care is funded and delivered by a complex interaction of the First 
Nations health departments and the federal and Yukon governments. While the devolution of 
health care responsibility from the federal/territorial governments to individual First Nations 
is seen as a positive first step towards Aboriginal peoples managing their own health care 
needs, the reality is that First Nations health care structures remain embedded in the current 
system of delivery (Waldram et al., 2006). First Nations health care structures are influenced 
by the cultural discourses and colonial processes in which the larger health care system is 
located. The result again is a piecemeal system of delivery where concerns about service 
redundancy supersede issues of ease of access. 
27 
For example, in Whitehorse, one of the self governing First Nations has its own 
health centre. The health centre is mandated as part of its funding agreement with the federal 
and territorial governments to provide only non-emergent and community health services. 
Given such a mandate, the health center is only able to employ community health nurses and 
provide access to a physician for primary health care needs twice a week. This level of 
service provision is because other, more emergent/comprehensive services (i.e. suturing, 
prenatal care) are provided elsewhere in Whitehorse and so this would be considered a 
duplication of services. While in theory this seems reasonable, in practice this results in 
Aboriginal women having to try and access multiple health care services and multiple 
providers to get their health care needs met. For example, in Whitehorse, an Aboriginal 
woman from a local First Nation who is pregnant must find a physician outside of her 
community to provide pre and post-natal care. This is because the First Nation health centre 
is not mandated/funded to employ health care providers able to provide such types of 
comprehensive care. Again barriers to access are reinforced, requiring local Aboriginal 
woman to try and navigate through multiple entry points. 
What the above fmdings from the literature have illustrated is that how health services 
are delivered to Aboriginal women functions to reinforce barriers to access. As part of the 
discussion about Aboriginal peoples' health care, it is also necessary to examine the health 
policies that govern the delivery of such health services to Aboriginal women. In doing so it 
becomes possible to determine the effects of such policies on clinical encounters. 
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Health Policies Governing Health Service Delivery 
Health care decisions and health care policy reflect the current political and 
ideological climate in which they are generated. A review of literature relating to Aboriginal 
health policies illustrates that such policies governing clinical encounters have their roots in 
colonial processes and racist ideologies. To gain an insight into how policies influence the 
governance of Aboriginal health care, it is first necessary to discuss findings about 
Aboriginal health policies in Canada in general. This will be followed by a discussion of 
policy literature specific to the north. 
Articles by Anderson et al. (2003), Bourassa et al. (2004), Browne (2005), Fiske and 
Browne (2006), and Kubik et al. (2009) offer examples of how the development of health 
policies and the subsequent governance of Aboriginal women through these policies were 
rationalized in the past, and have been internalized as common-sense cultural values in the 
present. For example, images of Aboriginal women as neglectful and irresponsible helped 
government officials in the past to justify policies of assimilation, including the removal of 
Aboriginal children (Browne, 2005). These colonizing images, used as a matter of 
governmental policy, perpetuated the public and professional perception of Aboriginal 
women as inferior, and contributed to the "othering" of Aboriginal women (Anderson et al. , 
2003; Briggs & Sharpe, 2004). The effects of these perceptions of Aboriginal women can be 
found in all levels and systems of health care delivery. 
Nationally, examples of health policies that reinforce negative stereotypes can be 
found in health policies that place a priority on lifestyle changes where the responsibility for 
good health is placed solely on the individual's health choices with no regard for 
determinants and local contexts that influence health (Dion Stout, 2005; Kubik et al. , 2009). 
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Research done by Birch et al. (2009), Browne and Fiske (2001), Browne and Varcoe (2006), 
and Tang and Browne (2008) demonstrated that public health campaigns regarding 
epidemiological risk profiles have reinforced non-Aboriginal public perceptions of negative, 
racialized stereotypes about Aboriginal women. Traditionally, the development of health 
policy in Canada tends to be based on research with disaggregated data which indicates 
Aboriginal women have higher or lower rates of certain diseases (Tang & Browne, 20008). 
The problem with this type of policy development is that the policy developed does not 
address the reasons for the differences in rates between Aboriginal and non-Aboriginal 
women; Aboriginal women do not have higher rates of certain diseases because it is a trait of 
Aboriginality but because of complex socio-economic factors. Although recognition of 
Aboriginality draws attention to health inequities in a population, it runs the risk of attaching 
health problems to a culture rather than to the context in which those health issues occur, and 
of reinforcing existing stereotypes (Browne & Varcoe, 2006). 
While epidemiological data has revealed that Aboriginal women are at higher risk for 
developing certain diseases, such as cervical cancer (Healey et al., 200 1 ), the federal and 
territorial public health campaigns employed to address such increased risks have further 
stigmatized Aboriginal women. Examples of such public health campaigns used in the 
Yukon can be seen in two campaigns. One was to address increasing chlamydia rates among 
Aboriginal women; the other was to address fetal alcohol spectrum disorder (F ASD). These 
campaigns used a variety of posters showing Aboriginal women that were placed in public 
areas such as the library and on the sides ofbuses. The intent of these campaigns was to 
make Aboriginal women aware of risk factors and ways to protect themselves. However, the 
unintended consequences of such campaigns served to perpetuate and affi1m existing 
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stereotypes including the reinforcement to the general public of the idea that certain health 
conditions and issues (i.e. chlamydia, F ASD) are only issues affecting Aboriginal people. It 
ignored the fact that these issues also affect non-Aboriginal women. Another consequence 
was that by focusing on health issues that are seen as ones that are considered by many 
people to be caused by personal choices (i.e. chlamydia occurs because of a decision not to 
practice safe sex), there was the strong possibility for negative judgement to be placed on 
Aboriginal women by the larger public. This judgement, in addition to reinforcing the 
negative stereotypes that exist as mainstream cultural values, resulted in the viewpoint that 
Aboriginal women are responsible for the consequences of their own health choices and so 
are "deserving" of any ill health that may befall them. 
By decontextualizing Aboriginal women and presenting them only in relation to a 
specific public health concern, public health campaigns such as those done in Yukon have 
reinforced a general, racialized public assumption that Aboriginal women are promiscuous 
and prone to risk taking behaviour and so "deserve" the consequences of such behaviours. 
This then reinforces the belief by the general public that Aboriginal women are irresponsible 
and incapable of managing their own health and so are dependent on governmental services 
to manage their health (Tang & Browne, 2008). Such campaigns do not acknowledge the 
conditions that inf01m Aboriginal women ' s abilities to manage their own health, especially 
sexual health. Conditions such as the ability to negotiate safe sex, the need to trade sexual 
favours for food or shelter, and/or the risk for domestic violence and sexual assault all can 
play a role in how an Aboriginal woman navigates through sexual decision making. Yet, 
such conditions are rarely accounted for in public health campaigns given that the health 
concern is typically presented in isolation from the broader determinants of health. Rather, 
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the perception is that Aboriginal women have a certain disease or condition because of their 
own poor choices and inability to manage their own health and lives (Fiske & Browne, 
2006). 
What is clear from the literature and from my personal practice experiences is that 
such public health campaigns have not had the intended effects of mitigating risk. For 
example, the public health campaign used in Yukon to address high rates of chlamydia did 
not result in lower rates. The 2009 Yukon Health Status Report reveals that both chlamydia 
and FASD rates have consistently been higher in Yukon than in southern Canadian 
jurisdictions. What is evident is that public health campaigns that do not account for local 
contexts have remained largely unsuccessful in addressing health inequalities and have in 
fact reinforced racist ideas about Aboriginal women that contribute to maintaining the very 
conditions that put Aboriginal women at risk (Smylie et al., 2009). 
Research done by Browne and Fiske (2001), Varcoe and Dick (2008), Kurtz, Nyberg, 
Van Den Tillart, Mills, and The Okanagan Urban Aboriginal Health Research Collective 
(2008), and Tang and Browne (2008) demonstrate the pervasive reach of the cultural 
discourses that inform Aboriginal health policies. Health policies determined by various 
health centres and hospitals and administered at the local level have reinforced barriers to 
accessing health care. An example from my own practice experience can be seen in a 
program I delivered for female Elders in the community. Funding objectives outlined by 
Health Canada mandated HIV/AIDS awareness for these Elders. As funding was earmarked 
specifically for this project, workshops were organized to promote HIV/AIDS awareness 
among female Elders. The result was a culturally inappropriate clinical encounter whereby 
health practitioners, myself included, openly discussed culturally taboo subjects. Elders, as 
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reported in an evaluation of the workshop, felt uncomfortable with the subject matter and the 
way it was presented, and ultimately felt alienated from the health centre staff. While this 
example may seem almost comical on the surface, it took time to rebuild relationships . 
Those same Elders did not come to health centre staff with other health concerns for months 
afterwards as they did not feel respected or comfortable after the workshop. 
As discussed earlier, polices that govern how and when Aboriginal women access 
care are often developed within an ideology of egalitarianism in which "everyone is treated 
the same" (Tang & Browne, 2008). Such policies do not account for the contexts in which 
Aboriginal women negotiate their everyday lives and so can create barriers to accessing care. 
To illustrate this point, take the example from my personal practice experience of an 
Aboriginal woman who is "fired" from a health provider's practice after missing three 
appointments. The policy is there to maintain the smooth functioning of the practice and is 
broadly applied to all clients. At first glance it seems reasonable, and yet, when applied 
within the context of an Aboriginal woman's life it presents a barrier to her accessing care. 
While a policy such as this would present as a barrier to any marginalized individual, its 
effects are more profound for Aboriginal women because of the multiple levels of oppression 
that Aboriginal women experience (Bourassa et al., 2009). For example, a policy such as this 
does not account for the possible reasons why Mary may presently be having difficulty 
accessing car: she may have trouble getting a ride to the clinic because she cannot afford the 
transportation costs; she may be unable to find safe child care for her children or possibly her 
partner prevented her from going to her appointment that day. Nor does such a policy 
account for the power dynamics that influence how she is able to access care. The tetms of 
how Mary accesses care are determined by the clinic. Such terms reinforce Mary' s position 
as a subordinate "other" within the health care system. What results from a policy such as 
this, is that Mary, along with other Aboriginal women in similar situations, do not get the 
health care they need nor will they be inclined to engage in the future with a system that 
places such barriers in their way. 
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One of the limitations of the literature relating specifically to Aboriginal health policy 
is the lack of literature directly related to northern communities. Due to this lack of 
literature, findings have been extrapolated from the general body of Aboriginal health policy 
literature used in this review and my own personal experiences. In northern communities, 
the impact of health policy on Aboriginal women ' s health is also influenced by issues of 
bureaucracy and geography. One such example of the impact ofbureaucracy on 
programming is that ofHIV/AIDs prevention. The federal government, in the form of Health 
Canada, sets the priorities for such health programming, while the territorial governments 
determine the actual policy implementation in the clinical setting. This multiple level of 
bureaucracy, coupled with the fact, that the decisions being made are far removed from the 
communities themselves, means that the health policy and its resultant programming often 
does not fit with the communities' needs or wants (Varcoe & Dick, 2008). 
Also at play are issues of geography. From my practice experience, health policies 
determined in southern centres often do not accommodate the remote conditions that exist in 
the north. To highlight this issue, I provide the example of how policies can be impacted by 
a lack of geographical awareness. In this example, an Aboriginal woman was to receive a 
special authority medication to treat a chronic condition. The policy set out by Health 
Canada in regards to this medication was that the medication was to be couriered directly to 
this woman's house. Unfortunately, this woman lived fifty kilometres outside of Whitehorse 
34 
where no courier services exist. This resulted in a long negotiation with Health Canada in 
order to ensure access to the medication, all because a policy determined in a southern centre 
did not account for local contexts. Another example of the influence geography has on 
Aboriginal health policy is of the policy requiring Aboriginal women to leave their home 
communities to give birth in larger urban hospital settings (Birch et al. , 2009). In Yukon, all 
women living outside of Whitehorse, including Aboriginal women, must leave their home 
community a minimum of two weeks prior to their expected due date. While this can be seen 
as an issue of distance and resources for all northern women, the burden is particularly hard 
on Aboriginal women. Hospitalization for the purpose of giving birth is a foreign and often 
isolating event for many Aboriginal women. The shift away from family and community 
control of childbirth has resulted in Aboriginal women feeling isolated and reporting 
increased economic and social stressors (Birch et al., 2009). A policy such as this does not 
encourage Aboriginal women to make their own choices regarding where they would prefer 
to give birth, nor does it demonstrate respect for an Aboriginal woman ' s desires to be 
supported by her family and community during a time of great change. What is encouraging 
is that there is evidence in the literature, in the form of a position statement from the Society 
of Obstetricians and Gynecologists of Canada (SOGC), calling for a change to birthing 
policies for Aboriginal women living in rural and remote communities. The SOGC' s (20 1 0) 
new position statement strongly supports and promotes the return of birth to rural and remote 
communities for women at low risk of complications. However, at the time of writing, this 
position statement has not been translated into policy and practice change in the north. 
Finally, an examination of the literature specifically related to Aboriginal women ' s 
sexual health, and the health policies and guidelines that govern prevention and promotion 
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programs reveals very little. As of June 2011, the Society of Obstetricians and 
Gynaecologists of Canada has a general policy statement for health professionals working 
with Aboriginal women (Yee, Apale, & Deleary, 2011). This policy document has been 
recently updated and reflects the need for the inclusion of Indigenous knowledges and 
traditional cultural practices. Much of the document speaks to the need for continued 
awareness by health practitioners of the social determinants of health and clinical, structural, 
and policy-level barriers to care. The document reflects the need for the contextualization of 
Abmiginal health by health professionals. As a policy statement from a leading authority on 
women ' s health in Canada, its ability to influence policy changes and changes in professional 
attitudes is encouraging. 
What is evident from the literature relating to how health care is delivered to 
Aboriginal women and the policies that govern such delivery is that serious concerns have 
been identified. The current structure and systems of governance are problematic as 
evidenced by the previous discussion (Adelson, 2005; Kubik et al. 2009). At this point in the 
review, however, it is now time to look to the NP and rural and remote nursing literature to 
examine the other factors that influence clinical encounters between NPs and Aboriginal 
women, especially as they relate to sexual health. 
NP Practice in the North 
An examination of the nursing literature related to the clinical practice ofNPs in the 
north has revealed a paucity of research as it pertains specifically to actual northern NP 
clinical practice. The lack of literature specific to NPs, especially those working in the 
northern territories is a serious limitation of this paper. While the findings were extrapolated, 
the risk remains that this paper has not accurately reflected the actual clinical practice ofNPs 
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in the north. I suspect that this is not the case but without further research, I am unable to say 
for sure. Another limitation inherent in the literature was the complete lack of literature from 
the perspective of Aboriginal advanced practice nurses and NPs. This lack of literature sets 
up the assumption that all NPs entering into clinical encounters with Aboriginal women do so 
from a non-Aboriginal viewpoint. 
Out of necessity due to the limitations and lack of literature identified above, the 
following discussion has been broadened to include fmdings not only from emerging NP 
practice literature in southern Canada but also nursing practice literature in northern, rural, 
and remote locations. MacLeod, Browne, and Leipert (1998) note that there are four areas of 
concern for rural and remote nursing practice in Canada: 1) issues of geographical isolation 
and burden of responsibility; 2) issues of professional isolation and maintaining practice 
excellence; 3) issues contributing to the health status of communities; and 4) issues of 
cultural safety and fitting in with the values of communities. While these areas of concern 
were identified from past rural and remote nursing literature, my own practice experience 
allows me to believe that these issues are still relevant and can be extrapolated to NP practice 
in the north. 
Geographical Isolation 
Nowhere was the lack of literature more evident than when speaking to the issue of 
geographical isolation. While it seems self evident that geographical isolation would play a 
significant role in how NPs provide care, there was very little in the literature to support such 
a claim. One article by Martin-Misener et al. (2008) noted that northern nurses need to be 
extremely adaptable to change of all sorts, including stability of client health conditions, 
availability of resources and equipment, and weather. In northern Canada, the typical practice 
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setting is often very geographically isolated. Many communities are fly-in only or are 
located greater than two hours by road from a community hospital. This geographical 
isolation requires NPs to carry a large burden of responsibility for the health of community 
members. Often the only support available comes from a physician in a southern centre via 
telephone. NPs working in remote communities, especially in the north, are required to have 
a high level of skill and experience, all of which require continual support. 
Often as a result of geographical isolation and the burgeoning costs of delivering 
health care in such remote locations, NPs are increasingly being asked to do more with fewer 
and fewer resources. This has resulted in a workplace environment in which NPs are 
increasingly uninterested in working long term. The burden of care placed on NPs working 
in such isolated settings, coupled with the remoteness, have become considerable factors in 
the recruitment and retention ofNPs in northern communities. After years of working with a 
variety of nursing colleagues who have worked all over northern Canada, I have heard 
firsthand the difficulties that can come with working in such isolation. What begins as an 
adventure for a few weeks can soon become intolerable over months as the sense of isolation, 
both geographical and professional, can be overwhelming for some people. 
Professional Isolation and Practice Excellence 
The second practice issue of professional isolation and practice excellence is an 
important issue for NPs working in rural, northern, and remote communities. The literature 
is in agreement that continuing education to maintain practice excellence is particularly 
crucial for NPs working in northern communities given that NPs in these settings tend to 
work independently and see patients with diverse health problems (Martin Misener et al. , 
2008; Tarlier et al. , 2003 ; Tilleczek, Pong, & Caty, 2005). Continuing education is also seen 
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as a tool to help reduce the sense of isolation by ensuring that NPs have access to best 
practices and the most current resources, as well as a retention and recruitment tool 
(Tilleczek et al. , 2005). Of special concern is the difficulty ensuring continuing education is 
available to NPs in these remote locations. Issues of unreliable technology and distance 
complicate delivery methods and may actually result in less opportunity and availability for 
education. This is significant given the burden of responsibility that NPs carry. 
The issue of practice excellence is also impacted by issues of retention and 
recruitment. In communities where there are high rates of turnover and where it is difficult to 
recruit NPs for long term employment periods, it is increasingly difficult to maintain practice 
excellence. According to Vukic and Keddy (2002), in a study of the nature of northern 
nursing and the day-to-day realities of nursing practice in a primary care setting, the 
estimated length of employment for nurses is from three to thirty two months with turnover 
rates of eighty percent. The reasons for the high rates of turnovers were lack of adequate 
preparation, isolation, and growing employment opportunities in the south. The result of 
these shortages and high rates of turnover is the current trend towards short term periods of 
employment with reliefNPs. This has created a revolving door in many northern Aboriginal 
communities. 
Also revealed in the literature is that the lack of standardized NP legislation across 
Canada and the use ofRNs in NP roles have impacted practice excellence (Martin Misener et 
al. , 2008 ; Stewart & MacLeod, 2005; Tarlier, Browne, & Johnson, 2007; Tarlier & Browne, 
2011). Using the three territories as an example, the NP role is implemented and understood 
differently between Yukon and the other territories. At the time of writing, in Yukon, the NP 
scope of practice is not yet legislated and so NP type roles are filled with either NPs licensed 
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in other jurisdictions that do not practice to full scope or RNs with enhanced skills and 
varying standards of preparation (Yukon Registered Nurses Association, 2010). In the 
Northwest Territories and Nunavut, the NP standards of practice are the same for each 
territory (Registered Nurses Association of the Northwest Territories and Nunavut, 2005). 
This discrepancy in the NP role between the territories will continue even with the regulation 
ofNPs in Yukon, as it is anticipated that Yukon NPs will have one of the broadest scopes of 
practice in Canada (P. McGarr, executive director YRNA, personal communication, 2011). 
The lack of standardization, not only in the north, but across Canada has resulted in role 
confusion and diffusion (DiCenso et al., 2007; Martin-Misener, Reilly, & Robinson Vollman, 
201 0). However, there is a commitment on the part of most jurisdictions to move towards 
consistency in scope of practice (Canadian Nurse Practitioner Initiative (CNPI), 2006). 
An emerging concern for practice excellence coming out of the literature is the 
movement in British Columbia (BC) to implement remote certified RN s in preference to NPs 
in remote First Nations communities (Tarlier & Browne, 2011). There is an apparent lack of 
political will to create NP positions in these communities. Rather the tendency is to use less 
expensive remote certified RN s in what seems to be a cost cutting measure (Tarlier & 
Browne, 2011 ). This is worrisome because of its potential effect on the provision of safe, 
effective care. The use of RN s in NP roles has the potential to institutionalize a lower 
standard of preparation and will do little to "redress the complex health and social inequities 
that shape health and illness, and primary care needs in remote communities" (Tarlier & 
Browne, 2011, p. 56). Recent data suggests that remote cet1ified RNs and RNs with 
enhanced skills were often unaware of the factors that shape people's capacity to access the 
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social and economic resources required for healthy living (Browne & Tarlier, 2008; Tarlier & 
Browne, 2011). 
Given that remote certified RN practice is determined by decision support tools, 
remote certified RNs are unable to deviate from the protocols and guidelines set forth by 
these tools. This prevents a wide range of social and health conditions from being adequately 
addressed. Protocols in BC limit common diseases that a remote certified RN may diagnose. 
Tarlier and Browne (20 11 ), give the example of the diagnosis and treatment of diseases of 
the respiratory system. Remote certified RNs, relying on decision support tools, are only 
able to diagnose acute bronchitis, whereas, NPs may independently diagnose and manage a 
wide spectrum of common respiratory diseases. Returning once again to the example of 
Mary, it is easy to see why it would be difficult for a remote certified RN to push past the 
superficial clinical encounter to address the broader picture of Mary's health. This is because 
the scope of practice and protocols governing remote certified practice do not support 
environments in which the clinical encounter is used to address greater primary health care 
needs (Tarlier & Browne, 2011). This example raises the issue of how a narrow scope of 
practice would inhibit nurses, as the main providers of primary care in a community, to 
adequately address a wide range of conditions and their contributing social determinants . 
Finally, compounding the issues affecting practice excellence, as evidenced by the 
literature, is the current tendency ofNP educational programmes in Canada to prioritize 
biomedical areas of know ledge development over other areas of know ledge development 
(Browne, Smye, & Varcoe, 2005; Browne & Tarlier, 2008; Tarlier et al., 2007) While ideally 
NP educational programs are to provide an extensive base of theoretical knowledge about the 
broader determinants and social/political/cultural influences on health, including Aboriginal 
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peoples' health, in reality, there is an implicit encouragement within NP educational 
preparation to focus on that which is less complex and more manageable. The emphasis is on 
the health behaviours of individuals rather than social-structure conditions that inform such 
behaviours. (Bekemeier & Butterfield, 2005; Berry, 2009). The result is often limited 
awareness of the broader determinants of health that in part is a reflection of the knowledge 
system and educational model from which graduate NPs emerge. 
To develop critical consciousness in nursing requires educational strategies and 
frameworks that focus on the responsibilities and implications of practicing nursing in a 
postcolonial context where race and power continue to create patterns of inclusion and 
exclusion in health care settings (Browne et al., 2005). What was revealed from the literature 
is a deep understanding of colonial histories and the current workings of internal colonialism 
are not, however, typical areas of study within nursing. For example, in Canada, mandatory 
Indigenous health courses are generally not found within the nursing curriculum. Instead, the 
issue of Indigenous health is often subsumed within other courses, for example, "Culture and 
Health" or the "Socio-cultural Context of Health and Illness", or are missing altogether. In 
addition, the content of these courses is often defined by the instructor who may or may not 
be well versed in this specialized knowledge area (Smye, Rameka, & Willis, 2006). The 
result from this lack of educational preparation is that nurses, NPs included, emerge from 
educational programs unaware of and ill equipped to deal with the past and ongoing colonial 
processes that influence Aboriginal women ' s health. 
Promotion of Health Status 
NPs are required to have a broad knowledge ofthe social determinants of health and 
the local contexts of the community in which they are working. A critical examination of the 
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literature reveals that while NPs are identified as main health care professionals in northern 
communities, there is very little literature regarding how NPs can and do address the broader 
issues of inequalities and social concerns in clinical practice (Vukic & Keddy, 2002; Tarlier 
et al., 2003). An article by Browne and Tarlier (2008) speaks to the evidence that suggests 
that important indicators of health have the potential to be compromised when NPs provide 
primary care within a relatively narrow model of care, often at the expense of providing care 
that is contextualized in relation to social determinants. Other research done by Vukic and 
Keddy (2002) demonstrates that the skills and competencies needed by NPs to promote social 
determinants of health and community development are often invisible. The emphasis is on 
the management of acute care and the focus on health remains narrow and biomedical in 
nature. This emphasis has resulted in a shift away from that which is more complex and 
which takes longer to accomplish to a focus on providing care with quick results and easily 
observed deliverables (Varcoe & Dick, 2008). Programs such as those related to 
immunization, chronic care, health promotion and prevention programs all get pushed to the 
wayside (Berry, 2009; Minore et al., 2005). 
A shift towards a more biomedical approach to health care, in addition to escalating 
health and social problems, particularly in remote communities, poses serious challenges for 
nurses to provide care within the scope of best practices and for Aboriginal peoples to be 
provided with health care that meets their health need (Cramer, 2006). The erosion of the 
nursing role, coupled with the community's tendency to see northern nursing stations as 
places for acute and emergent care, has resulted in a shift away from a preventative approach 
to health care. This operationalization of care is wmrisome given the critical need for 
prevention and screening programs, especially as related to sexual health. 
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Cultural Attitudes and Cultural Safety 
One of the most critical factors emerging from the literature is the tendency towards 
taken-for-granted attitudes by health professionals that can perpetuate culturally 
inappropriate health care delivery (Browne, 2005; Tang & Browne, 2008). As argued in the 
paper by Browne and Varcoe (2006) and several other authors (Anderson et al. , 2003; 
Browne et al., 2005; Reimer Kirkham, Baumbusch, Schultz, &Anderson, 2007) without tools 
or strategies for thinking critically about issues of culture, history or race, evidence of 
discriminatory policies and practices in the health system go largely unrecognized by most 
health professionals. Authors, such as Kurtz et al. (2008), caution that all nurses as part of 
the dominant health care system can perpetuate structural harm against Aboriginal women. 
Many of the articles reviewed spoke of how health professionals, including NPs, practice in 
taken for granted ways that bracket out cultural contexts (Anderson et al. , 2003; Browne & 
Fiske, 2006; Browne & Tarlier, 2008; Cramer, 2006). Other literature, however, spoke of 
NPs as critical players in addressing the colonial processes and racist ideologies that are 
embedded within health care structures (Reimer Kirkham et al., 2007; Tarlier & Browne, 
2011). What is apparent is that a paradox emerges out of the NP and rural and remote 
literature, revealing that the cultural attitudes a NP brings into a clinical encounter with an 
Aboriginal woman can drastically influence the outcomes of the encounter. 
Health providers, NPs included, are expected to uphold the value of equality by 
treating all patients the same without discrimination (CNA, 2008). While the sentiment 
behind this statement reflects the moral ideals of health care delivery, the reality is that 
caution about such rhetoric is needed. As Tang and Browne (2008) explain: 
the rhetoric of treating everyone the same might, even if unwittingly, further 
perpetuate inequality by glossing over the process of racialization in health care ... the 
egalitarian ideal and its ' logic ' of ' treating everyone the same' can actually work 
against reducing the inequality gap when favourable treatment for some is seen as 
breaching the value of equality for all. (p.117) 
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When NPs enter into clinical encounters with a taken-for-granted attitude that dismisses the 
persistent inequalities in socio-economic and health status among groups who are differently 
positioned in the social hierarchy, they run the risk of masking structural inequalities and 
rendering the discourses that influence Aboriginal women ' s health invisible. To illustrate the 
effects of this statement, I again offer up the example of Mary. The nurse working with 
Mary, by not pushing past Mary' s immediate need for a pregnancy test, dismissed the reality 
of what Mary' s being pregnant means. By not asking Mary questions about her situation, her 
concerns and her supports, the nurse practiced in a way that separated Mary from her culture 
and her context. 
Recognizing the potential for harm that is inherent in health care encounters between 
NPs and Aboriginal women that occur under the umbrella of individualistic, taken-for-
granted attitudes, the nursing literature has looked towards the concept of cultural safety. 
The literature examined for this paper speaks to the need for critical awareness of the cultural 
contexts of local populations with whom NPs are working (Browne & Varcoe, 2006; Smye et 
al., 2006; Smylie, 2001, Smylie et al, 2009; Tarlier & Browne, 2011 ;Yee et al. , 2011). The 
concept of cultural safety is one that has been present in nursing literature since the 1990s 
(Ramsden, 1993). Cultural safety is a relational concept. It begins with the nurse, who is 
expected to reflect on her/his own social, political, and historical location as a means of 
understanding what lens she/he brings to the practice encounter. In addition to understanding 
that the patient has a culture, the nurse must recognize herself/himself as a "bearer of culture" 
(Ramsden, 1993) and work to understand how that culture influences the provision of care. In 
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this sense, the nurse-patient relationship is "bicultural". Cultural safety also provides a 
framework for understanding how health policies and practices inadvertently create situations 
of risk for Aboriginal women by failing to respond to the effects of historic-socio-political 
trauma. Researchers have been especially interested in using cultural safety to help identify 
the predominance of culturalist discourses in nursing and health care (Anderson et al., 2003; 
Browne, 2005; Browne & Varcoe, 2006; Browne et al., 2009; Reimer Kirkham & Browne, 
2006; Reimer Kirkham et al., 2007; Smye et al., 2006). Browne et al. (2009, p. 170) refer to 
culturalist discourses as the "complex practices and ideologies that use popularized, 
stereotyped representations of culture, often conflated with ethnicity, as the primary 
analytical lens for understanding presumed differences about various groups of people". 
The intent of developing discourse around cultural safety is to create a critical 
consciousness in nursing and to draw awareness to the discrepancies in health delivery and 
health status based on cultural, social, and political processes of the healthcare system. 
Critical consciousness provides insight into one's own complicity in racializing practices and 
discourses, and into how one is caught up and participates in power situations, consciously or 
unconsciously reproducing patterns of the dominant society (Browne & Varcoe, 2006). 
Unfortunately the discussion in the literature has remained largely theoretical rather than 
practical (Anderson et al., 2003; Browne, 2005; Browne & Tarlier, 2008; Reimer Kirkham & 
Browne, 2006; Vukic & Keddy, 2002). One exception found is a study done by Martin 
Misener et al. (2008) in which outpost nurses spoke to the need for nurse who were new to 
remote nursing to take time to learn the uniqueness of each community, culture and 
workplace. They also stressed the importance of seeking out local Aboriginal healthcare 
personnel and respected leaders, such as elders and chiefs, to help them learn about the 
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community. While this study is encouraging, the lack of translation from academia into 
clinical practice continues to frame health care encounters. What is apparent from the 
literature is that NP clinical practice, whether purposely or not, operates within the dominant 
system in which colonial processes and structural inequalities continue to exert their effects 
on Aboriginal women's health. 
Finally, illustrating the impacts of taken-for-granted attitudes and the need for cultural 
safety is the very real issue of "fitting in" with communities. Difficulty exists in establishing 
rapport between a new NP and community members. This difficulty goes both ways. Not 
only is the NP expected to learn the flow and organization of the workplace but also the 
cultural context of the community that she/he is in. Given the short periods of employment, 
this expectation is often unrealistic and so the NP tends to invest her/his time and energy on 
treating patients with urgent and emergent concerns. As such, the NP is then seen to be 
another "outsider" who has little vested interest in participation in community life. The 
community is disinclined to build trusting relationships with the NP given that it is likely that 
she/he may be gone in a few weeks, never to return. The continual rotation in NPs also 
means that clients must tell and retell their story. In the context of Aboriginal women's 
sexual health, this has the potential to continually re-traumatize and/or re-stigmatize the 
client. For example, had Mary' s pregnancy been the result of an assault by her partner, her 
telling of the events surrounding her becoming pregnant may be quite traumatizing. It would 
be even more traumatizing if every time she went into the health centre she had to retell her 
story to a different nurse. This example illustrates the difficulty that can occur in current 
practice environments in establishing any sort of continuity of care or meaningful 
relationships. 
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At this point it is time to shift the discussion to an examination of the final factor that 
influences clinical encounters between NPs and Aboriginal women in regards to promoting 
sexual health: the lived experience that Aboriginal women bring to such encounters. 
Aboriginal Women's Sexual Health 
An examination of the Aboriginal health literature has revealed a dearth of research 
related to Aboriginal women ' s sexual health and the effects that sexual health promotion 
programs have Aboriginal women ' s real life experiences. This lack ofliterature presents a 
limitation of this review in that the findings of a small number of articles have been 
generalized to all Aboriginal women. With such a generalization, the risk remains that the 
sexual health issues of Aboriginal women in Canada's north have not been accurately 
captured. Having said that, this lack of literature is also a reflection of the lack of priority 
placed by funding agencies on Aboriginal women's sexual health research. As noted by 
researchers Banister and Begoray (2006) and Majumdar, Chambers, and Roberts (2004), 
there is a serious lack of research on sexual health education specifically targeted to 
Aboriginal populations. A search of the literature revealed that non-academic literature is the 
source of most information specific to Aboriginal sexual health resources. One example is 
the document, Sexual Health Resources for Inuit and Aboriginal Peoples in Canada (2008). 
This document was prepared by the National Aboriginal Health Organization in an attempt to 
centralize literature about Aboriginal sexual health. While informative, the resources listed 
in this document do not provide specific clinical guidelines that promote best practices. 
Another example is that of The Native Youth Sexual Health Network (2011). This website 
provides information and resources for the promotion of native youth sexual health. Again, 
little specific guidelines for health professionals are offered. A search of the literature 
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specific to Aboriginal women and STis revealed only generalities. The new policy 
guidelines from SOCG (Yee et al., 2011), speak to Aboriginal women ' s health in terms of 
generalities and increased awareness but without mention of specific clinical practices. The 
Canadian Sexually Transmitted Infection Clinical Practice Guidelines (Public Health Agency 
of Canada, 201 0) reveals generalized guidelines, with no mention of specific strategies or 
screening tools for Aboriginal women, therefore leaving it up to the individual practitioner to 
interpret screening and treatment guidelines in a culturally appropriate manner. This lack of 
specific strategies leaves the onus on the NP to determine what is culturally appropriate. As 
evidenced in the previous section, NPs have not always done this well resulting again in the 
application of policies and guidelines that are culturally inappropriate and that reinforce 
power differentials, structural inequities and poor health outcomes. Additionally, the lack of 
both sexual health research and specific strategies is reflective of the larger narratives in 
Aboriginal women 's health care encounters. 
The literature does note the influence that the determinants of health have on sexual 
health. According to Reeves (2008), health determinants and sexuality have a bi-directional 
influence, wherein socio-cultural contexts and socio-demographic variables can influence 
one's values and beliefs about sexuality. As well, health determinants can influence one's 
sexual health practices (Kubik et al., 2009; Reimer Kirkham & Browne, 2006). This is 
especially relevant to Aboriginal women whose health status continues to unfold against a 
backdrop of determinants of health including socio-economic status, socio-cultural context, 
education, and employment and for whom colonial relations continue to shape access to 
health care, health-care experiences, and health outcomes. 
Aboriginal Women's Healthcare Experiences 
What is reflected in the literature, and is a strength of the literature, is the attention 
paid by researchers to the experiences of Aboriginal women within the healthcare system. 
Several scholars have noted the extent to which the experiences of Aboriginal women are 
subjected to the simultaneous forces of classism, racism, gender inequality, and oppression 
and how these forces influence the ways in which Aboriginal women experience the health 
care system (Anderson, 2000a; Anderson et al., 2003; Bourassa et al, 2004; Kubik et al., 
2009; Reeves, 2008; Reimer Kirkham et al., 2007) As noted by Dion Stout (2005), 
Aboriginal women are critical players in the health development of their communities 
whether they are taking care of families, maintaining cultures, conducting research, or 
assuming a leadership role. Aboriginal women view health holistically and view social and 
cultural conditions as integral to the health of their families and communities. Despite 
Aboriginal women's viewpoint on health, Aboriginal women often find themselves 
"ghettoized in the discursive formation of the discredited medical subject. .. they remain 
vulnerable to constmctions as entitled subjects who fail to comply with policy initiatives" 
(Fiske & Browne, 2006, p. 103). This contradiction in how Aboriginal women are viewed 
and view themselves is reflected not only in health policy but in how Aboriginal women 
interpret health care encounters. 
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A 2001 study by Browne and Fiske regarding First Nations women's encounters with 
mainstream health care services revealed that Aboriginal women are painfully aware of the 
ways in which racialized and gendered stereotypes and economic privation can influence the 
health care they receive. Aboriginal women who see the public health posters on the bus 
fully understand the message that is being relayed and know the ways in which such 
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messages place them as racialized subjects within a dominant health care system. 
Participants in the study spoke of the perpetuation of negative stereotypes, marginalization, 
and disregard for personal circumstances that impacted their encounters with health care 
professionals. Encounters were only seen as positive when the participants felt that they 
were active participants in their care, had developed long term, trusting relationships with 
their provider and felt an affirmation of their personal and cultural identity. Additionally, 
research done by Kurtz et al. (2008) describes how Aboriginal women's voices are often 
silenced when they access health services. When Aboriginal women access health care their 
concerns are either disregarded or ignored by health professionals; they are not treated as 
equal participants in their own health. This act of silencing by health care professionals sets 
up patterns where Aboriginal women set aside their health concerns or delay in seeking 
health services to avoid negative racist interactions (Birch et al. , 2009; Browne & Fiske, 
2001; Kurtz et al., 2008 ). Aboriginal women again find themselves discredited, blamed for 
their poor health decisions and for not seeking care earlier. 
At this point in the discussion, the factors that influence clinical encounters have been 
brought forth from the literature. It is time now to tum to a critical analysis of how all of the 
identified factors come together to influence clinical healthcare encounters between NPs and 
Aboriginal women in the north and the role that NPs have in addressing such factors. 
Chapter Four 
Discussion and Implications 
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The questions asked at the beginning of this review were: 1) what factors influence 
the clinical encounters between NPs and Aboriginal women in Canada's northern territories 
in regards to promoting Aboriginal women's sexual health, and 2) what role do NPs have to 
play in addressing such factors? From the analysis of the literature, two main factors have 
emerged as influencing clinical encounters. The first is the impact of how health services are 
delivered to Aboriginal women, including the policies that govern the type of health services 
offered to Aboriginal women within clinical encounters. The second is the impact that the 
identified NP practice issues have on NP's abilities to practice effectively and collaboratively 
within clinical encounters. I believe that these two factors present the reasons why clinical 
encounters are set up to be ineffective. I also believe that these two factors have the most 
implication for change and that changes made to how health services are delivered to 
Aboriginal women and the policies that govern Aboriginal health programs, as well as to how 
NPs engage in practice will result in improved clinical encounters between NPs and 
Aboriginal women in the north. To accurately reflect the real life impacts that the factors 
identified in the literature have on clinical encounters, my personal practice experiences, as 
well as the example of Mary's story, will be presented with the findings in this discussion 
chapter. A discussion of the impacts will be followed by implications for change. 
The Impact of How Health Services are Delivered to Aboriginal Women 
Health care delivery systems are not ahistorical, apolitical or transparent. Rather, the 
lack of attention paid to examining the socio-political and historical positioning of particular 
groups results in discourses that unwittingly support further disadvantage, oppression and 
52 
marginalization (Smye et al. , 2006). The impact of both how health services are delivered to 
Aboriginal peoples and of the policies that govern the implementation of Aboriginal peoples' 
health promotion and prevention programs on clinical encounters in the north is significant. 
Both play a role in how Aboriginal women access health care and how the types of care they 
receive are influenced by issues of on-going colonial and racialized processes, cultural 
appropriateness, and cultural relevance. To begin the discussion, it is important to analyze 
the impacts that such issues have on clinical encounters. 
Health care delivery takes place within the contexts of history, politics, and 
race/class/gender relations. Health care delivery systems emerge out of and operate within 
these contexts, and thus cannot be understood without accounting for the dynamic sets of 
power relations that these contexts embody and reconstitute. A consistent theme of the 
literature was the demonstration of how the delivery of health services to Aboriginal women, 
including Aboriginal health policies that govern health programming, continues to be located 
within racialized rhetoric and colonial processes. The effects of such colonial practices and 
racist ideologies are on-going as they have been internalized by the wider social world as 
dominant cultural discourses. These widespread cultural discourses and negative 
determinants of health trends have acted as powerful forces, undermining the sexual health of 
many Aboriginal women. Policies that emerge out of such discourses offer cultural 
justification for practices that continue to reinforce negative stereotypes of Aboriginal 
women. Articles by Bourassa et al. (2004), Fiske and Browne (2006), and Tang and Browne 
(2008) gave examples of how the interface between Aboriginal peoples and the health care 
system continues to be fraught with racialized and sexist ideology and how these ideologies 
create barriers to accessing care. 
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An example of this is highlighted by the Indian Act. The Indian Act is a cultural 
artifact that reflects the values, ideologies, and intensions of those that created it and maintain 
it. That it continues to exist as the central legislative tool mandating and regulating relations 
between the State and Indian peoples in Canada sets the tone for all Euro-Canadian-Indian 
relations. Rooted in the Indian Act are two policies that have had the most devastating effect 
on Aboriginal women, the disenfranchisement of Aboriginal women who married non-Indian 
men and the removal of children into the residential school system (Kubik et al., 2009). As 
stated earlier, these policies had devastating social and cultural consequences for Aboriginal 
women. In its attempt to assimilate Aboriginal women into Canadian society, the Indian Act 
has resulted in the disruption of Aboriginal ' s women cultural and kinship ties as well as 
limiting their participation in the governance of Aboriginal peoples' health care (Bourassa et 
al. , 2006; MacKinnon, 2005). Given that issues of citizenship, and what health services can 
be accessed where and by whom, are still determined by policies rooted in racist ideology 
and colonial practices, the Indian Act continues to bind Aboriginal women ' s abilities to effect 
change. Aboriginal women's abilities to work collectively to improve the health and social 
wellbeing of their communities are significantly limited by the Indian Act because the Act 
impacts how Aboriginal women access health services and how health services are delivered 
to them on reserve. This means that as a collective group Aboriginal women are required to 
spend a large portion of their time and energy mitigating the impact of the Act. This then 
takes away from Aboriginal women 's efforts to focus on prevention and health promotion. 
At the level of the clinical encounter, this is significant because at the present time, 
health policies and programs developed under the umbrella of the Indian Act determine how 
health services are delivered to First Nations women, particularly those living on reserve. 
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Agendas set out by The Public Health Agency of Canada and Territorial Departments of 
Health and Social Services guide health promotion practices. If these agendas remain bound 
in racialized rhetoric and colonial processes, then the focus of the clinical encounter no 
longer becomes about improving health outcomes but rather mitigating the negative effects 
of such policies. Clinical encounters become more about navigating access to health care 
than about the promotion of health. This has a serious effect on the health of Aboriginal 
women because of the formidable barriers that are presented by the various levels of 
bureaucracy. 
To illustrate this effect, I return to the story of Mary. As Mary' s health needs are 
complex with her issues of pregnancy, addiction, poverty and domestic violence, she requires 
health services from various health providers such as a physician for prenatal care, an 
addictions counsellor, a social assistance case manager, as well as a community health nurse 
to help her coordinate all of these services. Because of the structure of the health centre she 
has accessed and the policies that govern what services are funded, Mary is not able to have 
all of her needs met in one location. She must travel away from her home community for 
prenatal care as well as for treatment for her addiction to alcohol. To do so she must navigate 
issues of transportation, finances and child care. In my personal experience, situations such 
as Mary' s result in either Mary not accessing the care she needs because she is unable to 
overcome the logistical barriers in front of her or in attempting to access the care she needs, 
she is faced with having to make risky decisions to meet her health needs, i.e. hitchhiking 
into town or having to leave her children with her abusive pm1ner. What this example brings 
forth is that current structures of delivery, by being rooted in colonial processes, continue to 
confer barriers to access onto Aboriginal women resulting in poorer health outcomes. 
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The literature reveals that health policies governing the delivery of health services to 
Aboriginal women that do not question the cultural discourses and racist ideologies that are 
embedded in their governance create a clinical encounter that is divorced from the everyday 
situations, local contexts and cultural values from which Aboriginal women negotiate their 
health care decisions. The result is a reinforcement of mainstream racist ideas about 
Aboriginal women that serves to maintain the very conditions that put Aboriginal women at 
increased risk. Risk factors for Aboriginal women are amplified in a cultural context that 
views them as incapable and irresponsible. One result is the belief that any failure to 
maintain good health, including failure to overcome behaviours seen as lifestyle causations of 
ill health and social disorder, is seen as a personal shortcoming. With this "blaming the 
victim" viewpoint comes a moralistic judgement by both the public and health professionals 
in which Aboriginal women are seen as deserving of the consequences of their health 
decisions (Tang & Browne, 2008). There is little room in these perceptions for the lived 
realities of women ' s lives and the kinds of barriers they face in their attempts to interface 
with the health care system. When health care policies decontextualize Aboriginal women 
from their own health, negative stereotypes are reinforced. 
My personal experience, as evidenced by my participation in the HIV/AIDs workshop 
for female Elders, is that NPs in the north are required to follow federal/territorial policies for 
health promotion programs despite evidence that these programs may further stigmatize 
Aboriginal women. There is little movement within these health policies for the adaptation 
and inclusion of local contexts and cultures. Clinical interactions between NPs and 
Aboriginal women then occur within a system that works to structure the very terms of this 
encounter. I have been part of numerous health promotion programs that were done to meet 
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objectives outlined by Health Canada and that did not ever take into account cultural 
appropriateness or actual needs of the women who participated. As a practitioner, it is 
frustrating to be a part of a system that is bound in bureaucracy and whose origins lay so far 
from the point of delivery. Clinical encounters governed by such health policies are set up to 
be ineffective. Once through the door, women may be alienated by programs that are 
culturally inappropriate or that reinforce common assumptions about Aboriginal women's 
health care needs. 
After critically analysing the literature related to the delivery of health services to 
Aboriginal people, it becomes evident that the current way of managing Aboriginal peoples' 
health care is ineffective at best and in many cases harmful. Aboriginal women are expected 
to navigate a system that is set up in ways that defers responsibility for their care to various 
levels of government while maintaining the belief that Aboriginal women themselves cannot 
be responsible for managing their own health care decisions. Such systems of delivery have 
profoundly limited the autonomy of Aboriginal women in determining and addressing their 
own health needs, contributing not only to poorer health outcomes but also impacting the 
collective ability of Aboriginal women to improve their health and social states. As long as 
health care institutions, policies and practices remain unexamined, discourses operating as 
social practices will continue to reinforce the status quo and vice versa. 
The Impact of NP Practice Issues 
Whereas the literature examining the delivery of health services to Aboriginal women 
and the health policies that govern such services was consistent in its condemnation of 
current structures and in its demand for changes, the NP practice literature was much more 
varied in its arguments. From the literature, I identified two issues as having the most impact 
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on clinical encounters in the north: the professional and structural constraints on practice and 
the cultural attitudes ofNPs. Both of these issues impact how NPs come into clinical 
encounters with Aboriginal women. 
Professional and Practice Constraints 
What was evident from the literature is that there are professional and practice issues 
that exert a significant effect on how NPs enter into clinical encounters with Aboriginal 
women. Issues such as high turnover rates, difficulty maintaining practice excellence and the 
focus on acute care rather than the broader social determinants of health all impact NPs' 
abilities to provide effective care based in best practice. In northern communities the rotation 
ofNPs in and out of relief type positions (Vukic & Keddy, 2002) has created a revolving 
door ofNPs making it increasingly difficult to build and maintain any sort of continuity of 
care or trusting relationship. There are multiple effects of this revolving door. NPs who 
work in these relief type positions may be ill-prepared for the realities of nursing in isolated, 
northern communities. They may also be the only health professional providing care for 
communities of several hundred people. As a result, they often have little time and 
opportunity to engage the community and individuals in reducing health disparities. NPs 
working in such conditions are also at risk of experiencing professional burnout (Browne & 
Tarlier, 2008; Vukic & Keddy, 2002). It becomes increasingly difficult to maintain practice 
excellence in such workplace conditions. 
Issues affecting practice excellence that emerge from the literature such as the use of 
remote certified RN s in NP roles and the lack of standardization of the NP role across the 
north also impact clinical encounters. As stated previously, the current trend in British 
Columbia is a lack of political will to create NP positions, including a movement towards 
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filling NP type positions with remote certified RNs in remote Aboriginal communities. This 
is worrisome because it sets a precedent for other jurisdictions to employ remote certified 
RNs in NP roles as a less expensive way of providing health services in remote communities. 
However, the result ofthe employment of remote certified RNs is that clinical encounters 
occur within a very narrow scope of practice. The argument can be made that the use of 
remote certified RNs in NP roles risks the perpetuation of historic inequities in accessing 
health services because of this limited scope of practice that guides such RN s (Tarlier & 
Browne, 2011 ). NPs, with their broad scopes of practice and graduate levels of education, 
are fundamental to the provision of safe and effective health care in Aboriginal communities 
because their graduate level of education provides them with the opportunity to better 
understand patterns of health behaviour and how such patterns occur against a background of 
social determinants of health. NPs are able to critically investigate and address the whole 
picture of health. To move away from employing NPs does a disservice to Aboriginal 
communities as it sets up the possibility for clinical encounters to occur within the narrow 
confmes of protocols that are not universally applied across the north and do not allow for 
deviation to address more complex health needs. 
The final issue coming out of the literature that impacts clinical encounters is the 
tendency ofNPs to focus on acute care rather than the broader determinants of health. The 
reasons for this involve lack of educational preparation and lack of time and support in the 
workplace (Berry, 2009; Browne & Tarlier, 2008; Minore et al., 2005). Regardless of the 
reasons, the result is that clinical encounters that occur under the umbrella of an acute care 
focus miss the opportunity to affect change in health outcomes at a much broader level. This 
is especially significant when looking at sexual health. As sexual health and sexual decision 
59 
making are informed by issues of gender, race, and power relations, a critical awareness of 
the broader determinants of health is necessary to get to the root of such health concerns. 
Improvements in sexual health outcomes and epidemiological data can only occur in clinical 
encounters in which all aspects of health are accounted for. To only treat the symptom runs 
the risk of perpetuating the harm. 
To highlight the very real impacts of such professional and practice constraints, I 
again return to the example of Mary and her complex health needs. If Mary were 
encountering an NP she had never met before, one who was leaving in two weeks, it is very 
likely she would be hesitant to address anything beyond her immediate health need of a 
pregnancy test. Exploration of Mary's other health concerns and her options for improving 
her health require an environment of trust; the building of trusting relationships between 
providers and patients requires time. It is also likely that Mary would be one of many 
patients to be seen that day. The NP could not likely afford the time it would take to address 
all of Mary' s needs at the expense of seeing other patients. Current practice climates do not 
allow for the luxury of time. What is meant by this statement is that the current political 
agenda of health care supports a focus on providing care with quick results and easily 
observed deliverables (Varcoe & Dick, 2008). It does not support a practice environment in 
which the NP has time to spend working through the multiple concerns of each client. Rather 
the focus remains biomedical and acute care focused. In a clinical encounter with such a 
focus, the needs of Mary would be overshadowed by the time constraints placed on the NP; 
again resulting in a missed opportunity for addressing Mary's broader health needs. 
While the professional and practice issues that place constraints on how NPs enter 
into clinical practice with Aboriginal women are important, they are not the only issues 
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impacting clinical encounters. The cultural attitudes that NPs bring into clinical encounters 
with Aboriginal women play a critical role in shaping the outcomes of such encounters. The 
final area for discussion is that of the cultural attitudes ofNPs working with Aboriginal 
women. 
Cultural Attitudes 
Whether because of practice issues or because of lack of awareness and insight into 
the context of Aboriginal health care, NPs, despite their broader knowledge base and clinical 
skills have not always been good at promoting the sexual health of Aboriginal women. What 
is clear from the literature is that while the cultural attitudes ofNPs have a critical role to 
play in the outcomes of clinical encounters between Aboriginal women and NPs, a paradox 
exists. What emerges from the literature is that NPs have both a role in reinforcing power 
imbalances and colonial practices, as well as having a role in combating such practices 
through the use of cultural safety. 
As practitioners within a health care system of delivery that is contextually situated 
within an ongoing colonial present in Canada, it is no surprise that NPs unwittingly find 
themselves acting to reconstitute the very forces they are trying to combat. NPs that enter 
into clinical encounters with taken-for-granted attitudes run the risk of reinforcing negative 
stereotypes of Aboriginal women. This is highlighted in the example of Mary who comes to 
the health centre for a pregnancy test. A common scenario, that I have seen firsthand, is the 
moralistic judgement that Mary is inesponsible and that her need of a pregnancy test is a 
failure in her ability to make "good" health choices. This judgement is a reflection of the 
negative stereotypes that perpetuate health care encounters and the moralistic attitudes that 
frame such encounters. This example also reinforces earlier statements about the lack of 
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regard for the lived reality of many Aboriginal women in the north. There is no room within 
an encounter such as this to acknowledge the difficulties that exist in making sexual health 
decisions in environments of violence, poverty, and powerlessness. This viewpoint has 
perpetuated a way of practicing that continues to act as a barrier for Aboriginal women ' s' 
access to health services through the reinforcement of negative stereotypes. 
Juxtaposed against the literature that identifies NPs as having the potential to engage 
in clinical practice in ways that perpetuate negative stereotypes of Aboriginal women is the 
literature that argues that NPs are well situated to mitigate the harm of such stereotypes. 
NPs, because of their broad scopes of practice and ability to incorporate various knowledge 
systems into their clinical practice, are able to engage in collaborative, culturally safe 
practices that allow for the creation of an environment of trust and respect; an environment in 
which Aboriginal women ' s voices are not silenced and which Aboriginal women's ways of 
being are equally valued. By conceptualizing a clinical encounter from a cultural safety lens, 
NPs are encouraged to identify and alter any practices or policies that make people feel 
demeaned or that extend colonizing influences to them as individuals or groups (Browne & 
Varcoe, 2006). This is especially significant given the intimate nature of sexual health and 
the trusting relationship that is necessary between practitioner and provider. In 
acknowledging the unseen influences and unstated undercurrents of hidden values and 
intentions inherent in clinical encounters, NPs and Aboriginal women can create a space to 
come together. As well, in challenging the terms of the interactions between NPs and 
Aboriginal women, a space of potentiality opens up for new kinds of conversations, 
know ledges, and encounters. Where in the past Aboriginal women and NPs may have found 
themselves unable to understand what the other was saying, by recognizing the structural 
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limitations and cultural attitudes within which current practice occurs, an opportunity opens 
up to reconfigure the terms of these encounters. 
At this point in the discussion, the factors that influence clinical encounters between 
NPs and Aboriginal women, especially as related to sexual health, have been identified. The 
impacts of these factors on clinical encounters are significant and varied. What has come 
through the critical analysis of the literature is that there are clear implications for change and 
for the role of the NP in addressing the factors that influence clinical encounters. The final 
section examines these implications. 
Implications for Changes in Clinical Encounters 
Supporting Change in the Delivery of Health Services 
NPs stand to make a significant contribution to the overall health of Aboriginal 
women in northern communities. What this will require, however, is a clear understanding of 
the cultural and bureaucratic context that frames clinical encounters between NPs and 
Aboriginal women. Fostering an understanding of the political nature of the institutions, 
policies and practices, particularly in relation to peoples who are disproportionately 
disadvantaged by politically mediated social conditions, will be required to shift entrenched 
attitudes (Smye et al., 2006). It is important that NPs are aware that policy discourses reflect 
the ideologies and processes from which they arise and as such determine the power 
differentials present within clinical encounters. Through awareness, NPs can begin to 
equalize the balance of power so that the needs, concerns and viewpoints of Aboriginal 
women are given equal weight within a clinical encounter. As part of this shift in power 
relations, NPs should be encouraged to question decision-making processes, to query the 
absence of Aboriginal peoples at the decision-making table and the invisibility of Aboriginal 
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perspectives/worldviews in practice settings. By being present at the policy table to ask 
questions such as where and who are the Aboriginal peoples at the policy table; where are the 
Aboriginal health issues on policy agenda; who wrote this policy; who does it benefit; and 
who does it place at risk, NPs can work collaboratively to support the voices of Aboriginal 
women. Collaboration is the key to ensuring that all ways of being and knowing are equally 
valued as a means to improving health outcomes. 
Though NPs are required to practice within various levels of bureaucracy that 
determine what kind of care they can offer this does not prevent them from confronting 
racialized policies that exist within these levels of bureaucracy. As both individuals and as 
part of an organized group, NPs have the potential to be an influential voice in health care 
delivery. NPs as members of associations and regulatory bodies have the ability to address 
inequities in health care delivery (CNPI, 2006). By being aware of colonial processes and 
cultural discourses, NPs can shape how policies are developed and implemented, as well as 
work to ensure the disruption of such processes. 
In Yukon, as the regulatory process moves forward NPs have the potential to be at the 
forefront of influencing how clinical practice is shaped, including practice guidelines 
impacting Aboriginal women and how health is promoted. In the other territories, NPs need 
to remain vocal in making sure clinical practice is relevant to the needs of Aboriginal 
communities. As the NP role comes to fruition in Yukon Territory, opportunities exist for NP 
roles to be created within self-governing First Nations. What is required is for NPs to have 
an active presence within the development of alternative models of health care delivery for 
Aboriginal people. NPs are in a position to champion culturally appropriate, safe, and 
relevant models of health care delivery and to mitigate the effects of current systems. 
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Supporting Change in NP Practice Issues 
Nursing practice has real consequences for Aboriginal women ' s health. The factors 
identified in the earlier section on professional and practice constraints and cultural attitudes 
demonstrated the impact that NPs can have on clinical encounters. From that discussion, 
comes clear and important directions for change. 
What the literature and my own personal practice experience highlight is the 
importance of continuity of care in remote Aboriginal communities. This continuity of care 
is at the foundation of the clinical encounter because it fosters the creation of trusting 
relationships between NPs and Aboriginal women. However, for this to occur there needs to 
be the political will and willingness of employers in the north to create desirable NP 
positions. This will require NPs to support nursing organizations and regulatory bodies' 
efforts to lobby governments to fund the creation of such positions. The implementation of 
stable, long term NP positions in which broad scopes of practice and focuses on determinants 
of health are encouraged would go a long way in improving practice environments in the 
north in which clinical encounters occur. In such practice environments NPs would be able 
to move beyond a biomedical focus to one that allows NPs to address the effects of the 
broader determinants of health. Only then would NPs be able to begin to influence the social 
and political trends shaping Aboriginal peoples' health inequities and provide a continuity of 
care in communities that the current "revolving door" of delivery does not. 
By advocating for practice environments that promote continuity of care, the time has 
never been better for NPs to exert greater social responsiveness in the context of primary care 
practice. In the north, NPs, especially those with longstanding relationships with the 
community, are seen to have leadership capabilities and responsibilities. They are often 
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consulted on the functioning of the community and are looked to provide direction in times 
of crisis. As the only point of contact for health care needs, NPs are often seen as experts on 
health by the community. With this comes great privilege and responsibility. It is by means 
of this trusting relationship that change will occur. Realistically, change is not going to 
happen first at a policy level, but at the level of individual and community relationships. The 
mistake has been in creating a top down approach where policy and programming, that often 
pays only lip-service to cultural contexts, informs practice and the delivery of health services. 
For change to be realized, it is important for change to start at the point of contact between 
Aboriginal women and NPs. In doing so, it is incumbent upon NPs in these positions of trust 
to work collaboratively with communities to move communities beyond the idea that 
northern health centres are places only for urgent and emergent care. In doing so, NPs can 
foster universal and equitable accesses to health care for all members of the community. The 
core competencies of the NP role reflect such social justice aspects (CNA, 2010). As the NP 
role develops in the north, and especially in Yukon, it is important for NPs working in 
northern communities to keep such competencies visible in their practice. 
Ultimately, however, at the core of the clinical encounter are the cultural attitudes that 
NPs bring into their practice. Changes in the delivery of health services and health policy 
development, as well as practice environments will not matter if the cultural attitudes ofNPs 
remain a barrier to effective clinical encounters. In order for clinical encounters to be 
effective they need to be culturally safe as well. It is critical that NPs recognize that clinical 
encounters are bi-cultural. NPs are encouraged to develop a critical consciousness of their 
practice, characterized by self-awareness of their own cultural values, insight into societal 
ideologies, mainstream stereotypes and social agency in order to understand the influence of 
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their own social identity and interpretive lens on health care provided (Reimer Kirkham, & 
Browne, 2006). As part of the development of a critical consciousness of their own practice, 
it is necessary that NPs recognize that within the clinical encounter is a power differential 
and that the responsibility of the NP is to work to minimize the effects of this power 
differential. As the NP role grows, especially in the north, this need for a greater level of 
awareness of their own positionality is crucial to create environments for trusting and 
respectful health care encounters. As well, awareness of the historical-social-political 
influences on Aboriginal women's health has the potential to create a change in ways of 
knowing, being, and ways of practising. The challenge is for NPs to access a deeper level of 
thought and attitude that allows for the creation of a space in which varying traditions, 
cultures, social, and political realities interact. 
Given the intimate nature of the relationship between patient and provider when 
related to sexual health, it is especially important for NPs to practice in ways that do no re-
traumatize and/or re-stigmatize Aboriginal women. As sexual health is very much influenced 
by cultural norms and moralistic judgments, it is critical that NPs remain especially cognizant 
of the social, cultural, and sexual constructs that inform Aboriginal women's sexual health 
decisions. What is clear from the literature is that there are no sexual health clinical 
guidelines or screening tools that are specific to Aboriginal women. What is available is left 
up to the individual practitioner to interpret and apply to best practices. This means that there 
needs to be common strategies and ways of practicing that all NPs can incorporate into their 
own practice. 
Generally, strategies that NPs can employ when working with Aboriginal women to 
promote sexual health include establishing a line of communication that is open, non-
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judgmental and that provides a space in which Aboriginal women feel heard and respected. 
As part of this, NPs are encouraged to allow Aboriginal women, themselves, to define the 
terms of the encounter and what cultural safety means to each individual woman. This 
requires the NP to translate the health information that she/he wants the patient to have into 
terms that make sense within the patient's own framework of cultural appropriateness. It also 
means that the priority of the health concerns an Aboriginal woman may have needs to be set 
by the Aboriginal woman and not the NP. This requires a shift in current ways of thinking 
and practising so that the NP and Aboriginal woman become equal partners in the pursuit of 
improved sexual health. Cultural safety can only be established and maintained in practice; 
therefore it is incumbent upon NPs to incorporate strategies into their practice that support 
culturally safe practice. It is through fostering and engaging in culturally safe clinical 
encounters that NPs stand to make a significant contribution to the overall health and 
wellness of Aboriginal women in northern communities. 
Finally, in addition to developing a historical knowledge of Aboriginal peoples' 
health and cultural safety strategies, it is important for NPs to develop critical reflection of 
their own practice so that there is an awareness of and a willingness to change any practices 
that may be harmful or culturally inappropriate. Part of this critical reflection involves the 
examination of the strategies and methods of questioning undertaken to elicit information 
about an Aboriginal woman's sexual health and sexual health practices. Questions such as: 
what does my patient and their family believe is important to health and healing; what are the 
ways in which power is operating in my relationship with this patient/family; are there 
policies and practices which exclude my patient and their family in this setting or create risk 
for the them are examples of questions that need to be at the forefront the NP's practice when 
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entering into clinical encounters. Critical reflection is also important so that NPs develop an 
awareness of the impacts that any and all questions may have on their patients. For example, 
with Mary the questions about how she will care for a fourth child may make Mary feel 
judged. She may be guarded in how much information she shares with the NP because of a 
historical relationship in her community between child protection social workers and 
Aboriginal women that resulted in the removal of Aboriginal children from their families. 
This example highlights why it is critical for NPs to not only have awareness of these 
historical relationships and the social contexts of Aboriginal women ' s lives when they 
engage them in clinical encounters, but also why it is important for NPs to develop the skills 
to reflect on their clinical encounters with Aboriginal women. 
Supporting NP Education and Research in the North 
Finally, it is critical that NPs develop an awareness of the deep history of Aboriginal 
know ledges and how these knowledge systems impact health and health care encounters. 
Though beyond the scope of this review to examine all of the theoretical influences on the 
health of Aboriginal peoples ' such as theories derived from Indigenous knowledges and 
Aboriginal knowledge translation, what is apparent is that improvements cannot be made if 
the theoretical understanding of Aboriginal women ' s health is not incorporated into practice 
by frontline NPs. What was highlighted from this review is that despite the graduate level of 
education at which NPs are prepared there is a lack of nursing educational strategies and 
frameworks at both the undergraduate and graduate levels that support a deeper 
understanding of colonial histories and the current workings of internal colonialism on 
Aboriginal health. This lack of educational preparation, coupled with the lack of literature 
from the north in both NP practice issues and Aboriginal women ' s sexual health, has 
implications for changes in NP practice. 
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For changes to occur in how NPs enter into clinical encounters with Aboriginal 
women changes are required in how NPs are educated. The ability ofNPs to develop a 
critical consciousness about Aboriginal women ' s health begins with their educational 
preparation. NP educational programs in Canada should be encouraged to incorporate 
interdisciplinary Indigenous courses into their cuniculums in ways that support the inclusion 
of all forms of knowledge, including Indigenous knowledges, as legitimate forms of 
knowledge. This includes employing instructors for such courses that come from 
backgrounds and lived experiences in Indigenous ways of knowing and being as well as 
those who have a thorough understanding of the complexities and colonial processes that 
inform Aboriginal peoples ' health care. Building on the need for the incorporation of 
Indigenous courses, there also needs to be a mechanism for mentorship of new NPs after 
graduation. The literature was clear on the difficulties new NPs can have fitting in to 
Aboriginal communities and the risk for professional burnout that exists because of this 
difficulty. By having a system of mentorship in which new NPs can work alongside more 
experienced NPs, the new NP can be supported as they develop the skills and critical 
reflection needed to work effectively in Aboriginal communities. 
In addition to the above changes in NP educational programs, there also needs to be a 
shift away from a biomedical approach to providing health care. The incorporation of the 
broader determinants of health into clinical coursework is important because of the complex 
health needs and ways in which the social determinants of health interface with patterns of 
health behaviour in Aboriginal communities, especially in the north. It is critical that NPs 
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working in northern communities understand the relationship between health, illness, and the 
wider social environment. The treatment of a patient's chest infection is more than just the 
provision of medication, it also involves an investigation into the patient's housing, their 
food security and their desires for health. The pendulum needs to swing back away from a 
predominately biomedical approach to educational preparation and clinical practice, to a 
more balanced one, in which all aspects of health are studied and incorporated. 
What the lack of literature in both Aboriginal peoples ' health and NP practice in the 
north also demonstrates is the need for NPs to become active within the research community. 
Aboriginal health research is calling for a shift in knowledge generation and the inclusion of 
Indigenous knowledges into Aboriginal peoples ' health research. The call from academia is 
for individuals on the ground level to take up the challenge to articulate the various contours 
of knowledge from western and Indigenous knowledge systems. The challenge then is also 
to clearly identify the reference points between which knowledge translation is situated. NPs 
can support and encourage this process by becoming a point of contact between researchers 
and Aboriginal communities. This is especially evident in the north. 
The dearth of literature related to NP practice in Canada' s north, highlights the need 
for NPs to become engaged in both the academic and clinical community, and in policy 
making. As the primary points of contacts for health in the north, NPs, with their graduate 
levels of education, are well situated to work collaboratively with community members and 
other health professionals in developing evidence based best practice guidelines. Current 
guidelines remain general and run the risk of reinforcing negative images, especially as 
related to public health campaigns. NPs have a role to play in helping to guide and inform 
policy and practice guidelines in the north as they relate to Aboriginal women. They can 
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participate in committees; provide evidence based research and work to ensure that culturally 
appropriate guidelines are developed. 
NPs can also work collaboratively to develop a plan to evaluate if sexual health 
outcomes are indeed improving and why. This may include looking at epidemiological data, 
such as improvements in STI rates, as well as, changes in patterns of health behaviour. 
Assessing outcomes may also include looking at patient satisfaction and undertaking needs 
assessments and surveys of the communities with which they work. By working 
collaboratively with other health professionals and northern Aboriginal communities, NPs 
can contribute to a body of program planning, evaluation and research literature that is 
specific to the north. 
What the implications for change and the role NPs have to play in addressing such 
change have brought forward is that the potential for great improvements in the way that 
Aboriginal women and NPs come together in clinical encounters exists. What it will require, 
however, is for the engagement ofNPs and Aboriginal women in ways that promotes the 
equal recognition of the role each has to play within the encounter. 
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Conclusion 
The purpose of this paper was to examine the questions of inquiry: 1) what are the 
factors that influence the clinical encounters between NPs and Aboriginal women in regards 
to promoting Aboriginal women's sexual health in Canada 's north, and 2) what role do NPs 
have in addressing such factors ". These questions are broad and multi-factorial. Factors 
that exert influence range from practice ones such as issues of geography and professional 
isolation to broader, more all encompassing contextual ones. A review of the literature 
reveals the complexities and challenges faced by NPs working with Aboriginal women and 
by the Aboriginal women themselves. The literature also offers opportunities for change and 
implications for practice. It calls upon NPs to move beyond a biomedical practice 
environment to one that is inclusive and fosters awareness of the social, political, and 
economic forces at play. It is critical that NPs move beyond the taken-for-granted attitude 
that permeates health care encounters and challenge the notion of "treating everyone the 
same". 
NPs working in northern communities with Aboriginal woman are uniquely situated 
as primary points of contact and are often seen as experts in the health of the community. 
Because of this, NPs have a responsibility to be critically aware of their own cultural 
practices and biases. NPs are cultural actors within a system of health care knowledge 
production and service delivery that is culturally, historically, and politically situated. As 
such, NPs may reconstitute colonial cultural power relations unknowingly in their practice. 
Given that sexual health is very much influenced by cultural norms and moralistic judgments, 
it is important that NPs remain especially cognizant of the social, cultural, and sexual 
constructs that infonn Aboriginal women's sexual health decisions. 
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The limitations of this review are inherent in the lack of literature that is specific to 
both NP practice and Aboriginal women's health in Canada's north. Much of the discussion 
has been extrapolated to include northern practices and contexts. What the limitation of this 
review highlights is the critical need for health research that is located within northern 
communities and is done by northern researchers in conjunction with NPs. Partnerships 
between northern NPs, academic researchers and Aboriginal women will help to bring 
forward the practice issues and policy/programs that will be best suited for each community. 
What undertaking this review has reinforced to me is how critically important the 
clinical encounter is between NPs and Aboriginal women. What happens in a clinical 
encounter has the potential to lay the foundation for a path to improved health, or it can result 
in a patient feeling alienating and having no desire to engage with health services again. In 
order to support effective clinical encounters that result in improved health outcomes, a 
starting place begins with how NPs are educated and continues after graduation with the 
mentorship of new NPs by other NPs who have experience working with Aboriginal peoples. 
It is also equally important that NPs be encouraged to develop critical reflection of their own 
practices so that they can provide the most effective and culturally appropriate care. It is 
critical that NPs understand all of the factors that influence clinical encounters so that they 
can work collaboratively with Aboriginal women to optimize clinical encounters. 
There is no quick fix or easy answers for improving Aboriginal women's sexual 
health status but a starting place needs to be based on the premises of mutual respect, equal 
recognition of knowledge, willingness to interact, and flexibility to change as a result of 
those interactions (O'Neil et al., 2005). The interface between the health care system and 
Aboriginal women need not be a site of contest. Rather it can provide opportunities for the 
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development of knowledge and understanding. As Durie (2004) notes, NPs have a crucial 
role in straddling the divide between Aboriginal women and the health care system, acting as 
agents of change at the interface. 
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